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THE

OBSTETRICAL REMEMBRANCER.

ANATOMY OF THE PELVIS.

The pelvis is that portion of the skeleton

situated at the inferior part of the trunk, be-

tween the spine which it supports, and the

thigh bones which support it, and are articu-

lated to it - at the acetabula or sockets, by
cartilages and ligaments.

The adult pelvis is formed by four bones,

the os innominatum on each side, consisting

of the ilium, ischium, and pubes ; the sacrum

and os coccygis posteriorly.

a. The os innominatum, including the ilium,

the ischium, and the pubes, forms the hips,

the bones on which we sit, and the bony arch

in front of the abdomen called the arch of the

pubes.

Each os innominatum is united anteriorly

or in front, forming the pubic joint, and an

2



10 ANATOMY OF THE PELVIS.

arch called the arch of the pubes, and poste-

riorly to the upper part of the sacrum, and the

union is termed, the sacro-iliac joint, or sym-

physis.

b. The sacrum is a triangular hone, with

its hase supporting the spine, the union termed

the sacro-vertehral, and the prominence formed

by it, the promontory of the sacrum. This

bone is united to a small pyramidal one called

the os coccygis, and the union is termed the

sacro-coccygeal joint. The sacrum is con-

cave internally, and its depression is named,

in obstetric language, the concavity or hollow

of the sacrum.

c. The os coccygis is loosely united to the

sacrum, so as to allow a considerable regres-

sive or backward motion of this bone during

the pressure of the infant's head, and thus to

enlarge the outlet of the pelvis. This joint

is sometimes anchylosed or firmly united by

bone in some women, especially in those ad-

vanced in life, and yields only with pain and

difficulty.

Divisions of the Pelvis.—All that portion

above the ellipsis or cordiform space, is de-

signated the abdominal or false pelvis; all

below it, the true pelvis.

The true pelvis is subdivided into the brim
or superior strait, the cavity, and inferior strait

or opening, or outlet.

The different parts of the internal surface
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of the pelvis are measured to ascertain their

length, and the lines are termed diameters of
the pelvis.

The brim or superior strait of the pelvis is

cordiform or heart-shaped ; and the outlet is

an irregular oval aperture.

Diameters of the brim.—A line drawn from
either sacro-iliac joint or symphysis to the

opposite acetabulum (cotyloid cavity) or

socket for the head of the thigh bone, mea-
sures on a well-formed adult woman from
inches to 5£ inches, and as this is the longest

admeasurement of the brim of the pelvis, it

is called the long or oblique diameter of the

brim. There are two oblique or long diame-

ters, one on each side.

A line drawn at right angles to the former,

measures from 5 inches to and as it passes

from one os ilium to the other across the

brim, it is called transverse diameter or bis-iliac

diameter.

A line drawn from the upper part of the

pubic joint, to the first joint of the sacrum,

measures from 4| inches to 5 inches, and is

termed the short, conjugate, sacro-pubic, or ante-

roposterior diameter.

Diameters of the cavity of the pelvis.—All the

space from the brim to the outlet is called the

cavity of the pelvis. The depth of the cir-

cumference of this space is about 2 inches at

the pubic joint, and between 5 and 6 inches
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from the upper part of the sacrum to the

point of the coccyx or os coccygis.

Diameters of the outlet of the pelvis.—The
diameters of the outlet are 4 inches from one

tuberosity or prominence of the ischium to

the other, and 4 inches from the inferior edge

of the pubic joint to the point of the coccyx;

but as the last mentioned bone yields to the

pressure of the infant's head during labor,

and recedes about an inch, the extent from

pubes to coccyx is estimated at 5 inches, and

this is called the long diameter or coccy-pubic

diameter of the outlet. The former is termed

the short or bis-ischiatic diameter of the out-

let. It is to be recollected that these diame-

ters may, in different sized women, be much
smaller or larger, but when of the extent now
stated, are sufficiently ample to admit of

natural parturition or labor.

These admeasurements are made on the

pelvis of the adult female skeleton divested

of soft parts, which diminish them considera-

bly. They are, however, sufficiently capacious
in the living subject to admit the passage of
the infant's head, the usual dimensions of
which are about 3£ inches from ear to ear,

and 4£ or 5 from the fore to the hind head, or
in the occipito-frontal diameter.
On examining the adult female pelvis as

part of the skeleton, it will be found to have
an oblique bearing to the trunk; the brim



ANATOMY OF THE PELVIS. 13

being neither horizontal nor perpendicular, but
placed at a very considerable angle,—between
35 and 40 degrees. In consequence of this

position, the gravid or impregnated uterus,

after it has risen out of the true pelvis, is

thrown forwards' against the abdominal mus-
cles or front of the abdomen, and is supported
by the brim and hip bones, which are widely
separated from each other for the purpose.

It is very evident from this disposition of the

parts, from the oblique or long diameters of

the brim being in an opposite direction to the

coccy-pubic or long diameter of the outlet

from front to back, that the infant cannot fall

through the pelvis suddenly, unless this bony
cavity is very capacious.

When the brim of the pelvis is very large

and capacious, as in large women, the womb
is not sufficiently supported on the brim ; it

falls into the cavity of the pelvis, presses on
the bladder and rectum or lower bowel, irri-

tates these organs, and causes them to expel

their contents more frequently than in the

natural condition.

The relative position of the pelvis to the

trunk, leads to other important information

—

the axes of the pelvis.

Axes of the pelvis.—A line passed from the

umbilicus or navel to the sacro-coccygeal

joint, or apex of the coccyx,—that is down-
wards and backwards,—is termed the axis of

the brim of the pelvis.
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A line drawn from the upper part of the

sacrum through the centre of the vagina, or

upper third of the outlet, is called the axis of

the outlet.

The knowledge of the axes of the pelvis is

of vital importance in practice, as it directs

us to adapt that line of motion or traction to

that part of the pelvis, brim or outlet, through

which the infant is being passed. It is also

indispensably necessary in all obstetric opera-

tions.

When the infant is above the outlet, it is

pressed downwards and backwards ; when it

has arrived at the outlet, it is pressed upwards
and forwards, towards the pubes or abdomen
of the mother.

Traction with the hand or instruments, is

made downwards and backwards, when the

infant is above the brim or in the upper part

of the cavity, and upwards and forwards,

when the head or breech is on the perineum,
or passing through the outlet and genital

aperture.

Admeasurements of the infants head, shoul-

ders, and breech.—The parts of the infant

concerned in delivery are, the head, the shoul-

ders, and the breech.

a. The head of an infant at birth, when
separated from the body, is obstetrically di-

vided into regions; the vertex, summit, or

crown; the base of the skull; the face; and
temporal regions.
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Vertex—summit or crown of the head—is

characterized by certain marks, and these are,

the anterior and posterior fontanelles, or open-

ings of the head, and the sagittal suture, or

separation between the bones, which runs
from the forehead to the back of the head.

The base of the skull presents when the in-

fant advances by the feet or breech, or when
the body is separated from the head.

The face possesses signs which can seldom
be mistaken.

The temporal regions are discoverable by
the ears.

The head is measured, like the female pel-

vis, with a view to compare natural with pre-

ternatural labors.

Obstetricians hold that it presents 5 diame-
ters and 2 circumferences.

Diameters, a. The occipitofrontal, from the

back of the head to the forehead ; this gene-
rally measures 5 inches, and is called the

occipito-frontal, or long diameter of the head.

b. The bi-parietal, or from one parietal pro-

tuberance to the other across the crown of the

head (from ear to ear), which measures 3£
inches ; and is also termed the short diameter

of the cranium, in contradistinction to the

former.

c. The occipitomental, or oblique diameter,

proceeding from the back of the head to the

chin, and measuring 4± inches. This will be
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the presenting part of the head when the in-

fant comes into the world by the feet or

breech.

d. The fourth diameter of the infant's head

is from the vertex or crown to the base of the

cranium, and measures about 3i inches.

e. The fifth diameter of the head is from

one mastoid process or protuberance behind

the ear to the other, and measures about 2|

inches.

The longest admeasurement of the head

superiorly is from before backwards (the long

diameter), and the shorter from ear to ear (the

short diameter).

As the head is composed of several bones,

separated by sutures, it may be considerably

compressed, as the bones may, and generally

do, lap over each other during labor, unless

when perfectly ossified, as in the adult, a rare

occurrence; and thus the diameters may be

less than mentioned.
It is also to be borne in mind that the head

may be astonishingly enlarged by hydro-

cephalus, and, consequently, the diameters of

greater extent than are usually observed.
The head of male infants is supposed by

some to be about one thirty-second part

larger than that of females; and hence the

greater mortality of the former during tedious
or difficult labors.

/. The two circumferences of the head are

:
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1. The perpendicular division of the head into

two hemispheres: the extent about 14 or 15

inches. 2. The perpendicular into two halves,

anterior and posterior : the extent of this

circumference being from 10 to 11 inches.

Movements of the head upon the trunk.—The
head of the foetus may be flexed or bent upon
the chest, turned upon the back, or inclined

on either shoulder. It may also describe a

fourth part of rotation.

The shoulders of the infant.—The
shoulders of the foetus, considered relatively

to parturition or delivery, are only to be con-

sidered as regards their size. They measure

from 4 to 5 inches in breadth, but may be re-

duced considerably, perhaps an inch or more,

by compression.

The breech of the fcetus.—This part is

also to be considered as it regards parturition.

It is composed of 14 bones in the foetus, sepa-

rated by cartilages, and capable, like the head,

of considerable compression, which facilitates

labor. The extent from one hip to the other

is about 5 inches.

Conclusions.—The longest diameters of the

fcetus are adapted during natural parturition to

the longest of the mother. The longest dia-

meters of the brim of the female pelvis are

the oblique, whilst that of the inferior strait

or outlet is from before backwards, the antero-

posterior or coccy-pubic ; and it follows that
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the largest parts of the infant must be placed

obliquely at the brim or superior strait of the

pelvis, and must undergo a movement of rota-

tion to place themselves properly at the infe-

rior strait.

The depth of the pelvis posteriorly being

from 5 to 6 inches, and anteriorly from 1| to

2 inches, explains why the occiput, or present-

ing part of the head, escapes first during la-

bor. Thus we feel the occiput, or back of the

head, under the pubes, while the forehead is

on the perineum, and the face in the concavity

or hollow of the sacrum, for one or more hours

before the head is born.

The axes of the pelvis form a curved line,

extending from the cavity of the pelvis along

the coccyx and perineum towards the pubes

and maternal abdomen, the concavity of which

is turned towards the pubes and the convexity

towards the sacrum ; so that the foetus, in be-

ing expelled, follows this line or direction ; the

occiput, or back of the head, escapes on the

pubes ; and the obstetrician follows it in every

operation.

MECHANISM OF NATURAL PARTURITION, OR
LABOR BY THE HEAD.

Natural parturition, according to British

authors, terminates by the presentation of the

vertex or crown of the infant's head, the pel-
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vis of the mother being of the natural dimen-

sions.

Parturition may terminate naturally by the

head, feet, knees, or breech, according to foreign

obstetric writers. This last position cannot

be doubted.

Natural parturition by the head.—Natural

parturition may be effected by four positions

of the head, which correspond to the oblique

diameters of the maternal pelvis, and the

adaptation of the long diameter of the infant's

head.

First position.—The occiput is turned to

the left acetabulum or cotyloid cavity, and the

forehead to the right sacro-iliac joint, symphy-

sis, or synchondrosis. The posterior region of

the infant is in front and to the left ; the ante-

rior is backward and to the right ; and the feet

are at the fundus or upper part of the uterus.

Mechanism.—Pressed by the contractions of

the uterus, the head is flexed or bent upon the

chest, and its occipito-mental diameter becomes

parallel to the brim or superior strait of the

pelvis. Thus the vertex, or crown of the head,

presents.* The vertex descends with one ear

to the pubes and the other to the sacrum, it

gradually sweeps over the concavity or hollow

of the sacrum ; arrived at the inferior strait,

* The term " presents" refers to that part of the infant

which descends at or through the brim of the pelvis or

outlet.
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the face is to one side and the occiput to the

other. It now encounters considerable pres-

sure from the planes of the pelvis, the rami of

the ischia, and sacro-ischiatic ligaments, which

effect on it a rotary motion, by which the face

is turned into the concavity or hollow of the

sacrum, and the occiput to the arch of the

pubes.

The long diameter of the infant's head is in

the long diameter of the outlet of the maternal

pelvis, and is to be raised towards the abdo-

men, so that the crown of the head, the fore-

head, and face, may be elevated towards the

pubes and gradually expelled.

When the face is in the concavity of the

sacrum, the head is advanced more and more,

by the contractions of the uterus (labor pains)

;

it gradually distends the perineum and genital

fissure, and after each pain ascends into the

concavity of the sacrum. Each pain distends

the perineum and external genital aperture

(vulva, pudenda), and after a longer or shorter

interval, the resistance of the external genitals

is overcome, and the head escapes externally.

At this moment the occiput turns towards the

pubes, the face advances along the sacrum and
perineum, and the back and middle of the

head having escaped the genital aperture, the

perineum (soft parts) expands over the fore-

head and face, the uterus pressing forcibly,

and the head escapes towards the pubes or
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abdomen of the mother. When the head has
escaped, the occiput is turned towards the left

groin, and the face towards the posterior and
internal surface of the right thigh. By this

rotation the shoulders are turned in the oblique

diameter of the brim of the pelvis, one de-

scends over the concavity of the sacrum, the

other is turned to the pubes, and when they
arrive at the inferior strait or outlet, they are

rotated or turned by the inclined planes in the

same manner as the head, one coming towards
the pubes and the other towards the os coccy-

gis ; that is, the long diameter of the infant's

body coming towards the long diameter of the

outlet of the maternal pelvis. The right

shoulder is now towards the arch of the pubes,

and the left towards the sacrum. At this

moment the head changes its relations; the

face is directly turned to the middle and inter-

nal part of the right thigh, and the occiput to

the internal and middle part of the left. The
inferior or lower shoulder receives all the con-

tractions of the uterus, it speedily appears at

the genital fissure, while that under the pubes
serves as a point of support. As soon as the

shoulders are expelled, the body generally fol-

lows with rapidity in an oblique direction, to

the genital aperture, not from pubes to sacrum

;

and the hips of the infant being now adapted

with mathematical precision to the long dia-

meter of the brim, and also rotated, like the
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head and shoulders, in the cavity of the pelvis

by the planes of the ischia, so that one hip

escapes under the pubes, the other towards

the sacrum ; the longest diameter of the in-

fant being here also adapted to the longest of

the maternal bones or pelvis.

Thus it appears that the human offspring

comes into the world, its most voluminous

parts being adapted to the widest of those of

the female parent. It is most essential to

comprehend clearly the mechanism of natural

parturition, for without knowing it, no practi-

tioner can act with safety or satisfaction in the

numerous difficult cases that frequently pre-

sent themselves, every one of which is ma-
naged in strict imitation of the process of

natural labor.

Second position.—The relative positions of

the infant and pelvis are the same as the last,

but at the other side of the pelvis.

Third position.—In this position the occiput

instead of the forehead corresponds to the

right sacro-iliac joint or symphysis, and the

forehead to the left acetabulum or cotyloid
cavity. The posterior region of the infant is

directed backwards and to the right, the ante-
rior forwards and to the left.

The head at the superior strait is flexed on
the chest, and the occiput descends into the
cavity of the pelvis. Arrived at the inferior

strait, the head encounters the inclined planes,
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which impress upon it a rotatory motion, the

occiput glides on the right lateral and poste-

rior inclined plane, so as to place itself in the

curvature of the sacrum, whilst the face glides

on the anterior and left lateral inclined planes,

so as to come under the arch of the pubes.

The occiput now receives all the contractions

of the uterus, it passes over the sacrum, coc-

cyx, and perineum, while the face ascends in

the pelvis, and is depressed on the chest.

As soon as the occiput begins to appear at

the vulva or external genital aperture, this

part is dilated after every pain, and the occiput

re-ascends into the cavity of the sacrum. Fi-

nally, the resistance of the external genitals is

overcome, the occiput or back of the head
passes into the world along the inferior axis of
the pelvis, and the face escapes from under
the arch of the pubes.

The occiput now corresponds to the pos-

terior and internal part of the right thigh, and
the face to the left groin.

The shoulders are obliquely engaged at the

superior strait, and pass the cavity of the

sacrum. Arrived at the inferior strait or out-

let, they encounter the inclined planes, which
impress on them a rotatory motion.

The right shoulder is turned into the curva-

ture of the sacrum, the left shoulder is placed

under the arch of the pubes. The head now
changes its relations : the face looks to the
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middle part of the left thigh, and the occiput

to that of the right thigh.

The lower shoulder, which is towards the

sacrum, receives all the contractions of the

womh, whilst that which is under the puhes is

a point of support.

When the shoulders are expelled, the rest

of the body passes without any difficulty, the

hips of the infant being turned to the pubes

and sacrum of the mother, or the long diameter

of the infant being to that of the outlet of the

mother. This position may be often reduced

to the second.

Fourth position.—The occiput corresponds

to the left saero-iliac symphysis, the face to

the right acetabulum or cotyloid cavity. The
posterior region of the foetus is directed back-

wards and to the left, the anterior region for-

wards and to the right. The feet are towards

the fundus or upper part of the uterus.

Mechanism.—The mechanism of the fourth

position is the same as the third, except that

the rotation and progress of the infant are in

an inverse sense. This position may be natu-

rally converted into the first.

NATURAL PARTURITION BY THE ABDOMINAL
EXTREMITY OF THE FGETUS.

Positions of the feet.—The feet present in

four principal positions, which correspond to
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the oblique diameters of the brim of the pelvis.

The foetus is placed in these positions, in such
a manner that the thighs are flexed or bent on
the pelvis, the legs on the thighs, and the heels

are applied to the breech.

First position.—The heels correspond to the

left cotyloid cavity (acetabulum), the toes to

the right sacro-iliac symphysis.
The posterior region of the foetus is directed

forwards and to the left, the anterior backwards
and to the right.

Mechanism.—Pressed by the contractions of
the uterus, the feet descend with facility into

the cavity of the pelvis, and through the out-

let. The breech encounters the inclined planes,

is rotated, and the left hip is placed under the

pubes, and the right in the concavity of the
sacrum.

The longest diameter of the infant's pelvis,

which is from hip to hip, as already stated,

is adapted to the oblique or longest diameter
of the brim, and to the antero-posterior, coccy-
pubic, or long diameter of the outlet. (This
adaptation does not occur when the maternal
pelvis is very large, as in this case the breech
may escape or come into the world trans-

versely, each hip being turned to those of the

mother.)

The inferior or lower hip receives all the

contractions of the womb, escapes first, whilst

that under the pubes is a point of support.
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The shoulders are engaged obliquely in the

brim or superior strait, at the same time that

the arms are placed on the sides of the head.

[When traction is not made the arms do not rise.

C.] When the shoulders arrive at the inferior

strait, the inferior one, which is towards the sa-

crum, escapes first ; the body ofthe infant being

raised towards the abdomen of the mother.

The head is now engaged obliquely at the

superior strait, and the chin is flexed on the

chest. Arrived at the inferior strait, it under-

goes rotation, the face is turned into the hollow

or cavity of the sacrum, and the occiput is

placed under the arch of the pubes.

The chin courses along the concavity of the

sacrum, coccyx, and perineum, and presenls'at

the vulva. The different parts of the face

traverse the sacrum, coccyx, perineum, and
escape at the inferior commissure or angle of

the vulva ; the forehead, crown of the head, and
occiput follow on the same parts, and the back
of the head is born last.*

Second position.—These are in exactly an
inverse sense to those of the first position, just

described.

Third position.—The heels correspond to

* During the birth of the head, the body of the infant
ought to be supported on the left arm, the fore-finger of the
left hand placed in the mouth to depress the chin on the
chest, and the back of the infant turned on the abdomen
of the mother.
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the right sacro-iliac symphysis or joint; the

toes to the left cotyloid cavity. The pos-

terior region of the infant is directed back-

wards and to the right, the anterior forwards

and to the left. The head is at the fundus of

the uterus.

Mechanism.—The mechanism of this posi-

tion scarcely differs from the first position, as

the same diameters of the foetus are found to

correspond to those of the pelvis of the

mother.

Thus the feet, pressed by the contractions

of the uterus, descend without difficulty into

the cavity and outlet of the pelvis. The
breech is rotated by the inclined planes, and
has one hip turned towards the pubes of the

mother, and another to the perineum, or passes

transversely through the outlet when the

maternal pelvis is large or the foetus small

or premature.

The shoulders are engaged obliquely at the

brim, and descend into the outlet, one being

to the pubes of the mother, the other to the

perineum. The head is engaged obliquely in

the brim of the pelvis, the chin is flexed on the

chest, and after rotation, the occiput is turned

into the curvature of the sacrum, whilst the

face is placed under the pubes.

The occiput traverses the sacrum, coccyx,

and perineum, whilst the face ascends into the

pelvis ; the neck is pressed against the inferior
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commissure or angle of the vulva, and is

pushed downwards ; the face disengages itself

under the pubes, and the occiput is born last.

Fourth •position.—The feet correspond to the

left sacro-iliac symphysis, the toes to the right

cotyloid cavity. The posterior region of the

foetus is backwards and to the left, the anterior

forwards and to the right. The head is at the

fundus of the uterus.

The mechanism is the same as in the third

position, but in an inverse sense.

This fourth position may be naturally con-

verted into the first.

Positions of the Knees. Principal rela-

tions.—The knees may present, like the feet,

in four positions. The legs are flexed on the

thighs, and these are extended on the pelvis.

First position.—The anterior part of the

legs corresponds to the left cotyloid cavity,

the anterior part of the thighs to the right

sacro-iliac symphysis. The posterior region

of the foetus looks forwards and to the left ; the

anterior backwards and to the right.

Second position is the reverse of this.

Third position.—The anterior part of the

legs corresponds to the right sacro-iliac sym-
physis ; and the anterior part of the thighs to

the left cotyloid cavity. The posterior region
of the fetus looks backwards and to the right,

the anterior forwards and to the left.

Thefourth position is the reverse of this.
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The mechanism of the knee, or genual
presentation, is exactly the same as those of
the feet.

Positions of the breech are the same as those

of the feet or knees, unless that the breech
presents first.

It is essential to remember, that the hips of
the infant ought to be turned to the pubes or

abdomen, and sacrum or back of the mother,
when passing through the outlet, as already

stated in describing the mechanism of presen-

tations of the feet. It is in this relative posi-

tion that nature places the hips of the infant

in natural labor, as already stated.

The breech may present with the abdomen
of the infant to the back of the mother, or the

reverse, the abdomen of the infant to that of
the mother, or either hip of the infant to the

sacro-iliac joint of the mother, or either infan-

tile hip to the ilium of the mother, or in the

transverse diameter of the brim of the pelvis.

In all these cases the rule is to turn the hip of
the infant to either sacro-iliac joint of the

mother at the brim of the pelvis, and to the

pubes and sacrum at the outlet, thus adapting

the long diameter of the infantile pelvis to

that of the maternal.

Others advise that the abdomen of the in-

fant should be turned to the back of the

mother, or that so soon as the body is expelled

in the opposite position, the abdomen of the
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infant ought to be turned to the back of the

mother, as in this position the arms and head

pass more readily.

When the body is extracted to the arms,

the abdomen ought to be turned to the back

of the mother, and the arms brought down as

hereafter described in the section on version

or turning. I have deemed it necessary to

prefix the preceding account of natural par-

turition, according to which all obstetric ope-

rations, except the Caesarean section and
transfusion, are performed. I have given the

latest views on the subject. M. R.]

[It has been thought advisable to prefix to

the American edition a summary view of the

SIGNS OF PREGNANCY.

Absence of Menstruation.— Value.—As
a general rule, if a woman who has been regu-
lar suddenly ceases to menstruate without
preceding or succeeding ill-health, she is preg-
nant. Uncertainties.—The menses do not
always cease during pregnancy. Pregnancy
may occur during suppression or during lac-

tation. It may also occur before the visible

evidences of menstruation have appeared.
The irregularities that take place about the
time of final cessation of the catamenia cause
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this test to be of uncertain value at this

epoch.

Irritability of the Bladder.—Period.—
Occurs early. Cause.—Not mechanical, but

merely the evidence of the excitement that

pervades the pelvic viscera after impregnation.

Value.—A good sign to excite suspicion, but

Uncertain, because it may arise from other

causes.

Morning Sickness.—Occurs about the 3d

week. Characteristics.—Occurs on first rising

;

goes off suddenly ; does not affect the appe-

tite
;
may be constant ;

may occur at other

times in the day or even at night. Duration.

—Usually during the first half of gestation.

Value.—Is often sympathetic of uterine dis-

ease independent of pregnancy.

Vitiated Appetite, or Longing, as women
express it. A desire for special articles of

food often of an indigestible nature, as chalk,

ashes, &c, sometimes even for disgusting

substances.

Salivation sometimes occurs, and it is

important to distinguish it from mercurial

ptyalism, which can be done by observing the

gums and the absence of fetor. Occasionally

thick viscid saliva is ejected, which is called

" spitting cotton."

Mental Disturbance.—Various alterations

of temper are discernible at times.

Mammary Irritation occurs soon after
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conception. Sensations.—Burning
;
pricking

;

sense of distension
;
lumpy feeling ; milk se-

creted. Uncertainties.—May enlarge
;

1st,

From suppression of the menses : 2d, From
the irritation of coition : 3d, The breasts en-

large sometimes at the time of menstruation,

and in women subject to dysmenorrhoea espe-

cially, considerable irritation frequently occurs

at this time : 4th, From deposit of fat : 5th,

From chronic metritis : 6th, From the exist-

ence of uterine hydatids, polypi, or fibrous

tumors.
Areola, change in.—Definition.—The deli-

cate pink circle that surrounds the virgin nip-

ple becomes darker after impregnation, the

shade varying with the complexion of the

individual ;
papillae are noticed to become dis-

tinct in this area, elongated, varying in num-
ber from 12 to 20; the areola appears puffy

or emphysematous; moisture exudes and
stains the linen. Occurs as early as the 2d

month ;
perfected by the end of the 4th.

Value.—Mere darkening is not to be relied

on; if all these changes are noticed, the pro-

bability of pregnancy is strong ; if absent,

the question of its non-existence is not a

matter of doubt ; the darkening is more or

less persistent, hence the sign loses its value
in multiparae.

Secretion of Milk.—Occurs not usually
before the 5th month. Value very little

; may
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occur in women not pregnant ; in one in-

stance in a young girl ; in the male ; and may
continue for years after weaning.
Abdominal Changes.—At first the abdo-

men is said to flatten from the subsidence of
the uterus. Enlargement proves merely that

something bulky is in process of development
in the abdomen ; and may arise from ascites,

retention of menses, tympanites, ovarian dis-

ease, hydatids, tumors, or even fat.

Depression of Navel occurs.—Said to

result in earlier months, from the dragging of
the uterus upon the urachus.

Prominence of the Navel.—Occurs after

the 6th month. Value.—May arise from other
causes, as ascites.

Quickening.—Definition.—Perception of
early foetal motion by the mother. Cause.—
Churchill states that in addition to the feeble-

ness of motion on the part of the foetus at

an early period of life, its movements are not
perceived until the uterus rises out from the
pelvis, where nerves of sensation do not ex-

ist, and comes into contact with the abdo-
minal parietes, where its activity is apprecia-

ble to the mother's senses. Occurs as early

as the 12th week; as late as the 6th month;
usually at the 16th week. Value.—The wo-
man's sensations are not to be relied on ; if

the accoucheur perceives the motion, the evi-

dence is valuable ; however, flatus or partial
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contractions of the abdominal muscles have

deceived even experienced hands.

Bruit Placentaire.—Definition.—A coo-

ing or rushing sound, synchronous with the

maternal pulse. Situation.—Usually the right

lateral region of the tumor ; varies from time

to time. Occurs first from the 10th to the

12th week, usually the 15th. Cause.—The
passage of blood through the uterine arte-

ries. Value.—May exist without pregnancy,

from the pressure of any tumor on one of the

iliac arteries
;
may not always be found in

pregnancy
;
may exist with a dead foetus in

utero.

Sound of Fcetal Heart.—Definition.—

A

faint tickling sense resembling the tick of a

watch enveloped in a cloth ; beats from 120 to

160 a minute. Situation.—Usually in left iliac

region midway between anterior sup-spinous

process and the umbilicus. Occurs about
the end of the 5th month. Value.—If pre-

sent, positively certain ; if absent, the evi-

dence is uncertain. How to auscult for it.—
Have the bowels well opened; press away
the fat so as to bring the stethoscope as near

the uterus as possible ; kneel by the side of the

woman : do not lean over ; listen attentively,

and if disappointed, try another day. If two
hearts are noticed by two observers simulta-

neously in different points of the abdomen,
the pulsations not being synchronous, twin
pregnancy may be diagnosed.
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Funic Souffle.—Definition.—A pulsation
of the cord synchronous with the fcetal heart,

detected only when a fold is brought near the
uterine walls. Value.—Can only be heard
occasionally.

Ballottement.—Definition.—The percep-

tion of the impulse communicated to the finger,

introduced per vaginam, by the falling of the

foetus. Performed by placing two fingers in

contact with the cervix uteri, the other hand
being on the abdominal tumor, then tilting

up the fingers in the vagina ; the woman's
position should be upright. Period.—Best
perceived between the 5th and 6th month.
Value.—Proves the existence of a foetus, but
not its vitality. Uncertainty.—Placenta prae-

via might prevent the appreciation of the sign.

Os Uteri.—Situation.—At 4th month the

os is lower in the vagina than in the unim-
pregnated state ; after this, the uterus rises,

and the os is less readily felt.

Cervix Uteri.—In early pregnancy found
low down ; gradually it rises and begins to

develope, commencing above. About the 6th

month this change commences, and progresses

until at the 9th month it is merged into the

general cavity of the uterus.

Texture of the Uterus.—Unimpregnat-
ed, is firm and cartilaginous

;
impregnated, it

is soft, spongy, and cushiony. Enlargement

of the Uterus, besides pregnancy, may proceed
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from hypertrophy, metritis, schirrus, tubercle,

fibrous tumors, polypi, uterine tympanites, and

hydrometra.

Blue Color of the Vagina, or, Jaque-

min's Test.—Value.—Doubtful, and even if

true, usually inapplicable.

Kiestine.—Definition.—A slight pellicle

appearing on the urine of a pregnant woman
which has been allowed to stand for about a

week. Occurs as early as the 6th week, and

continues until parturition. Value.—It is not

peculiar to pregnancy ; when pregnancy is

possible, it will generally be found. Lacta-

tion prevents its appearance.

The foregoing signs have been presented as

briefly as possible ; for details, more elaborate

treatises must be consulted. With the excep-

tion of the detection of the pulsations of the

foetal heart, no one sign is positive evidence

of the existence of a living foetus. A con-

currence of several must be sought in the

determination of a question so deeply impor-

tant as the existence of Pregnancy ; a ques-

tion that affects, in various circumstances,

fortune, character, happiness, and even life

itself. C]



ARRANGEMENT OF LABORS.

FOUR CLASSES.

I. Natural.
II. Difficult.
HI. Preternatural.
IV. Anomalous, or Complex.

[Labors may be divided into two classes.

Eutocia.—Natural Labor.
Dystocia.—Preternatural Labor. M. R.]

Class L Eutocia.—Natural Labor.

Character.—Every labor in which the pro-
cess is completed within 24 hours, the head
of the child presenting, and no adventitious
assistance being required.
[Parturition is a function which consists in

the expulsion of the foetus and its append-
ages from the womb of the woman, at the
full term of utero-gestation.

Every labor which terminates spontane-
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ously is considered natural by continental

authors, and every one which endangers the

health of the woman or infant is difficult or

preternatural.

Labor is natural when it occurs at the ninth

month of pregnancy, protracted when it passes

that period, and precocious or premature when

it happens between the seventh and ninth

month.] [Before the foetus is viable it is called

abortion or miscarriage. C]

Varieties.

1. The face inclined towards the sacrum.

2. The face inclined towards the ossa pubis.

3. The head presenting with one or both

arms.

4. The face presenting.

That part of a child which descends lowest

into the pelvis, is to be esteemed the present-

ing part.

Circumstances attending Labor.

1. Anxiety.

2. Rigors.

3. Strangury.

4. Diarrhoea.

5. Mucous discharge, with or without a

mixture of blood.

6. Pain. [Painless uterine contractions, or

fibrillar contractions, occur a few days before
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labor, producing a sensation of squeezing, and
causing the uterus to feel harder during their

continuance. C]

Causes of pain.

1. Expulsatory action of the uterus.

2. Resistance " made to the effect of that

action. [Causes of suffering; 1st. Forcible

distension of cervix ; 2d. Pressure on the ner-

vous filaments by the contraction of the fibres

;

3d. Distension of the passages. C]

Distinctions ofpain.

1. True.

2. False.

Causes and signs of false pain.

Means of removing them.

Means by which true pains are supposed to be

regulated, and their effect promoted.

Note.—The pains attending labor are sub-

sequent to the action of the uterus, though in

common language the word pain and the action

of the uterus are used synonymously.

Progress of natural labors.

Three periods or stages.

1st period ;

—

Dilatation of the os uteri.
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Rupture of the membranes.
Discharge of the waters.

2d period ;

—

Descent of the infant.

Dilatation of the external parts.

Expulsion of the infant.

3d period ;

—

Separation of the placenta.

Expulsion or extraction of the placenta.

Note.—It very often happens that the mem-
branes do not break till the head of the child

is on the point of being expelled. This is the

natural and most desirable progress of a labor,

and it is a negative proof that the labor has

been well conducted ; that is, not interrupted.

But the description given above, will answer

the purpose of impressing a clear, general idea

of labors.

The two circumstances which principally

require attention in natural labors are, to guard

the perineum and to extract the placenta with

discretion.

EUTOCIA.—NATURAL PARTURITION.

DUTIES OF THE OBSTETRICIAN IN THE FIRST

STAGE OF PARTURITION;

Or dilatation of the os uteri, rupture of the

membranes, and discharge of the liquor

amnii, or waters.

Every obstetrician should attend as speedily
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as possible, when summoned to a parturient

woman, for though he may often arrive prema-
turely, and have to retire, yet delay is seldom
unattended with danger, as the labor may pro-

ceed rapidly, there may be some preternatural

presentation, flooding, convulsions, or other

complications which require prompt and effi-

cient treatment.

He should have in his pocket-case some
morphia or sedative solution of opium, a fe-

male catheter, a tracheal tube, some ergot of
rye, and a lancet. [A lancet and catheter will

be all the instruments required. Other instru-

ments are only temptations. C]
He should be distinguished for suavity of

manners, politeness, humanity, sympathy, and
patience.

On his arrival at the patient's residence, he
should ascertain all delicate inquiries from the

nurse or female attendant, before he sees his

patient. He is to learn the history of the case,

the age of the patient, whether she has arrived

at the end of pregnancy, is she about to be

confined of her first or other infant ? the state

of her bowels and bladder, the kind of pains

she has, and if already a mother the descrip-

tion of labor she has had.

If all his questions be answered in the affir-

mative, he may in general conclude that partu-

rition approaches, and that the sooner he can

see his patient the better. The nurse or some
3
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other female announces his arrival, and after

some time obtains the desired interview. On
entering the lying-in apartment, he should ap-

proach the patient with mildness and humanity,

and assure her that from all he has heard from

the nurse he has every reason to believe her

condition favorable, and that she is likely to do

well. He next takes a seat near the bed, ob-

serves the abdomen, and enters into conversa-

tion with the patient and nurse.

After a pain or two, the obstetrician should

place his hand over the bed or body-clothes

on the abdomen, so as to ascertain if it be

prominent, as in the last stage of pregnancy.

It has often happened that women were
supposed to be in labor who were not preg-

nant. I have been called to several such cases.

When we apply moderate pressure or percus-

sion on the abdomen we may readily detect

pregnancy, dropsy, tympanites, or some tumor.
This examination is not, however, to be de-

ended on, and an internal one is indispensa-

ly necessary.

Delicate and sensitive women revolt at the
idea of this second examination, which is made
through the vagina, and is popularly termed
"taking a pain," and by the French, "the
touch." The proposal ought to be made by
the nurse, its importance dwelt on, by its en-
abling the practitioner to conclude if the wo-
man be in labor, if the labor be natural or
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preternatural, if she be likely to do well. [All

appearance of mystery, and all hesitation on

the part of the practitioner, should be avoided,

and the vaginal examination is to be consi-

dered as a matter of course, as much so as the

ascertaining the state of the tongue. At the

same time kindness and gentlemanly feeling

will dictate the intervention of the nurse. C.J

The earlier the vaginal examination is made

the better, as it is desirable to ascertain

whether the woman be in labor, the case natu-

ral or preternatural.

When the consent of the patient is ob-

tained, it is necessary to place her on the left

side, though the right side or on the back

would be equally appropriate*

Vaginal Examination.—The obstetric posi-

tion preferred in this country is on the left

side, on a couch or bed, the knees bent and

raised towards the abdomen, and the bosom

bent towards the knees. The woman lies

with her hips as near the edge of the couch or

bed as possible, is in her night dress, and is

further covered with a counterpane. The

nurse or some other woman should be in the

apartment, the curtains closed, and the light

in a great measure excluded. The obstetri-

cian sits on a chair near the hips of the patient.

* This direction is invariably acted on in other Eu-

ropean nations, and there is no scientific or valid reason

that one side is preferable to the other.
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He covers his knees with a napkin or towel,

turns up the sleeves of his coat, and desires

the nurse to pin a napkin round each arm, es-

pecially close about the wrist. The practi-

tioner now lubricates the index and middle

finger of the right or left hand with pomatum,

lard, olive oil, or fresh butter, which the nurse

has prepared, the nails of these fingers being

previously pared very closely.

As soon as the next pain commences, he

passes either hand between the knees, along

the thighs to the genital fissure, he separates

the labia pudendi, introduces the two fingers

into the vagina, and directs them downwards
and backwards towards the sacrum, within an

inch of which will be found the orifice of the

womb or os uteri. When this orifice is pushed
down during a pain or uterine contraction, and

is so dilated as to admit the tip of one finger,

it may be considered as dilating, and after the

pain has ceased, will vary from the size of a

sixpence to that of a shilling. The fingers

should now be passed round the lower part of

the uterus, so as to ascertain the presenting

part ; next over the interior of the bones of

the pelvis, to discover whether they afford

sufficient space in the cavity and at the outlet

for the birth of an infant ; and lastly, the ob-

stetrician will learn whether there is any solid

tumor in the vagina, and whether that canal

be dry, moist, or lubricated. All these points
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having been satisfactorily ascertained, the

fingers are withdrawn and wiped, under the

bed-clothes, with a napkin intended for the

purpose.

[Search should be made for the os as far

towards the promontory of the sacrum as the

finger will reach. Frequently it will be ne-

cessary to use two fingers, and sometimes to

assist the effort by having a hand placed on

the abdomen to press the uterus into the pel-

vis. A deceptive feeling is sometimes commu-
nicated to the unpractised finger by the cervix

being spread over the head and very thin,

while the os is undilated and almost beyond
reach. C]

This examination enables us to determine

is the woman in labor ] is the labor natural ?

are the cavity and outlet of ihe pelvis suffi-

ciently capacious for the passage of the infant,

or diminished by tumors of any kind? and

lastly, is the orifice of the womb smooth, flac-

cid, or thin, or is it rough and thick, like a piece

of muscle ?

The presentation, or presenting part of the

infant, may often be detected, though with un-

certainty in some cases. The head may be

distinguished by its roundness, its bulk, and

its sutures ; the breech by its' bulk, the cleft

between the thighs, the organs of generation,

and often by the discharge of the meconium
;

the hand by the thumb and length of the
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fingers ; and the foot by the heel and short-

ness of the toes.

[
Elbow by the sharp olecranon. Knee by

roundness and the condyles. It may be mis-

taken for the elbow, but if two round points

can be felt we can diagnose safely, for both

elbows never present. Face by the eyes, nose,

lips, tongue, chin, and ears. Do not mistake

the chin for the heel, knee, or elbow, the

mouth for the anus, the nose for the genitals,

the cheek for the tuber ischii. C]
Nevertheless it requires great practice and

tact to discover the presentation in the first

stage of labor, that is before the orifice of the

womb is fully dilated, and the liquor amnii or

fluid that surrounds the infant discharged.

The introduction of the fingers is to be

effected as speedily and gently as possible,

and with the greatest delicacy and modesty.*
[Insert the finger into the vagina during a

pain and observe the effect produced on the

so uteri, taking care not to press upon the

distended membranes; as the pain passes
off complete the examination as to other
points. C]
The examination ought not to produce the

* Everything ought to be done under the bed-clothes,
for it is the finger and not the eye which ought to direct
us in ascertaining the state of the parts. Degorges, one
of the best obstetricians of his time, was blind. In this
country the apartment is nearly and often entirely dark-
ened during the day, and but a partial light allowed on
the bed at night.
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slightest pain, and removes the dread which
many women entertain regarding it, and also

of the obstetrician.

It is false delicacy and a proof of want of
moral duty and good sense on the part of the

patient to oppose it, because it will save her
a vast deal of useless suffering and fatigue

;

and if the labor be preternatural it can be
rectified more readily than if the examination
were deferred until after the escape of the

waters, or until after the patient has suffered

severely for hours or days.

Information for the patient and her friends.—
As soon as the examination is finished, the

obstetrician is expected to give his opinion as

to the prospect of an easy or difficult labor.

If the labor is natural, the pelvis well formed,

the soft parts relaxed, dilatable> and lubricated,

and the vertex or crown of the head present-

ing, the orifice of the womb rough and thick,

and the pains propulsive—the patient may be
assured of her safety, that the appearances

are most favorable, and that in all probability,

or with positive certainty, the labor will be
finished with perfect safety both to mother
and infant. A confident assurance of safety,

and that no operation is required, has a most
beneficial effect in quieting the patient's mind,

and in facilitating her delivery.

If, on the contrary, there are symptoms of

a laborious parturition, we cheer the patient,
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and impress upon her the propriety of hoping

the best.

There is one question, " how long will it be

before the patient is delivered?"—which can

never be answered with precision. We may

reply " you are going on very favorably, and

only require time and patience to be well."

It is imprudent to declare a labor will be

over at a certain hour, indeed the most expe-

rienced cannot determine the time ; and if the

promised hour arrives, and there is no sign of

delivery, the patient becomes dejected, sup-

poses there is something wrong, and loses

confidence in the judgment of the obstetrician.

It is easy to conclude that a labor will not be

over for a certain number of hours, but im-

possible to fix upon the exact moment of its

occurrence.

If the bowels are confined, a dose of castor-

oil or a clyster should be administered.

After the examination, the patient may rise

from bed and walk about her apartment.

The obstetrician now directs his attention

to the state of the chamber, adjustment of

the bed, and to minor particulars, as the pro-

curing of scissors, thread, pomatum or lard,

and a flannel receiver for the infant.

State of the chamber.—The apartment should
be properly ventilated, and never crowded by
several acquaintances; one or two women
with the nurse are sufficient, to whom the
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patient may communicate her anxieties and
sorrows. The relation of all bad and fright-

ful stories by the practitioner and other attend-

ants is to be carefully avoided, as it distresses

the mind, retards labor, and invariably does
mischief. The patient becomes alarmed lest

her case be equally untoward, she loses con-

fidence in her own powers, and her labor either

lingers or entirely ceases for hours. The
bed-clothes ought to be comfortable, and the

chamber kept properly cool.

The bed is differently adjusted in the differ-

ent countries and ranks of life. Among the

better ranks, the woman is delivered on a mat-
trass, the part of which corresponding to the

hips is covered with a skin of basil leather,

over which a folded sheet or blanket is placed,

and over all a sheet is pinned to keep them in

their places. The object of this contrivance

is to absorb the liquor amnii, and to preserve

the mattrass or palliasse from moisture after

delivery. These are taken away, and a dry

sheet passed under the patient in their stead,

a few minutes after parturition is completed.

In London it is a common practice among
the middle and lower classes, for the nurse to

turn the lower half of the bed upon the up-

per, she then places a skin of leather and a

folded blanket and sheet under the hips of

the woman on the palliasse or bed-sacking,

throws a counterpane or coverlet over the
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woman, and places her feet against the bed-

post or foot-board.*

[Much preferable is it that the patient be

delivered upon a cot ; the narrowness of which

permits necessary attentions with readiness.

After delivery the cot is easily moved near

the bed and the patient transferred without

exertion on her part. C]
The position of the patient must be attend-

ed to ; her legs are bent and placed against

the bed-post, her chest inclined towards her

knees, and to secure this position a long towel

or shawl is to be passed round the bed-post

(against which the feet are placed), so that

the patient may pull by this during each pain,

and not seize the obstetrician and prevent him

from assisting her, while she should also force

or bear downwards and backwards. She
ought to wear her night dress, the chemise
being folded above the hips, and its place sup-

plied by a loose flannel petticoat. Every coun-

try, every province, and every family, have a

peculiar dress. The obstetrician need not in-

terfere unless he observes the dress too tight,

and an impediment to a free respiration and cir-

culation, as when the ordinary apparel is worn
with tightly laced stays. The last ought to

be loosened, and in general entirely removed.
A loose dress favors the free use of respi-

* In Germany and Switzerland there are still chairs for
delivery ;

but these are not used at present in any other
country in Europe.
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ration and the abdominal muscles, and expe-

dites delivery : while a tight dress with stays

impedes the breathing, the action of the ab-

dominal muscles, and retards parturition.

Lastly, the obstetrician should desire the

nurse or other female attendant to procure^

some strong grey sewing thread, a pair of

sharp scissors, some pomatum, lard, sweet oil,

or fresh butter, all of which are to be placed

on a table. He then takes three or four

threads, knots them at both ends, divides them

in the middle, knots the ends, and has them

ready to tie the navel string or umbilical cord

after the infant has respired or breathed.

The mind of the parturient woman ought

to be kept as free from anxiety as the nature

of her situation will permit. The conversa-

tion should be cheerful, and free from idle ob-

servations on the danger of those in similar

situations to herself.

The first stage of labor may continue from

one to 24 hours ; and as the obstetrician can

afford no assistance until it is completed, he

may leave the apartment occasionally, so as

to give the patient an opportunity of evacuat-

ing the bowels and bladder ; and when the first

stage of labor is tedious, he may visit other pa-

tients. He can do nothing until the womb
dilates to admit the passage of the infant.

The patient may walk about, or recline on

a sofa or bed until the rupture of the mem-

branes and escape of the waters; and then,
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as the labor is considerably advanced, and the

infant's head is in the cavity or outlet of the

pelvis, she must be confined to bed.

She may have light farinaceous aliments,

such as gruel, sago, arrow-root, tapioca, broths,

&c. ; but no wine or spirit, unless she be really

debilitated, which is scarcely ever the case in

natural labors. The inferior animals do well

without any stimulant. There is no medicine

necessary during the first stage of a natural

labor, unless some castor-oil to open the

bowels if required, or an aperient clyster.

When the pains are slight and teasing,

without making any expulsory effort, a full

dose of morphia, opium, or sedative solution

is advisable ; and also when there are " false

pains," which are distinguished by the irregu-

larity of their situation and return, and by

heart-burn, borborygmi, or diarrhcea. These
are relieved by a proper dose of morphia or

the sedative solution of opium by the mouth,

—

for example, from a quarter of a grain to half

a grain of the first, or from twenty to thirty

drops of the latter.

The object in administering the sedative is

to allay such fiilse pains, to procure rest which
will strengthen the parturient woman, and
often be followed by strong natural and ex-
pulsatory pains.

[False pains. Causes.—Over fatigue which
affects the lumbar and iliac muscles, indiges-
tion, constipation, diarrhoea, cold, motions of the
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child, organic diseases of the kidney, prolap-

sus of the bladder, rheumatism of the uterus.

Diagnosis. True.—Commence at the

lower part of the back first and extend down
and in front, recur regularly, dilate os and pro-

trude membranes.
False.—Commence at fundus, extent limited,

erratic, recur irregularly, do not dilate os.

By all means insist on a vaginal examina-
tion. It will save your time, anxiety, watch-
ing, and even character.

Treatment.—The bowels must be relieved

before giving an opiate. For diarrhoea use
ol. ricin. et T. opii. For rheumatism use

laxatives and diaphoretics. C.l

During the first stage of labor the obste-

trician may institute two or three vaginal

examinations, so as to ascertain the progress

of the dilatation of the os uteri.*

Frequent examinations, or attempts to dilate

the vagina, will cause heat, pain, irritation, or

inflammation, and unfit the vaginal canal for

the office of parturition.

During the first stage of labor, the practi-

* M. Velpeau contends that three examinations are

sufficient during the whole process of parturition. Some
women expect to be exnmined during every pain, but fre-

quent examinations will irritate the vagina, and do harm
instead of good.

[If the labor is progressing slowly examinations once an
hour (by the watch, for impatience over-estimates time)

will be all sufficient. C]



EUTOCIA. NATURAL PARTURITION.



EUTOCIA. NATURAL PARTURITION. 55



56 EITTOCIA. NATURAL PARTURITION.

tioner should sit by and watch Nature ; she

being the best obstetrician.

The obstetrician can neither dilate the orifice

of the womb, nor advance the progress of a

labor by any manual operation ; and let him

always remember the axiom, " a meddlesome
midwifery is bad." During the first stage of

labor, the pains come on at regular intervals

and with increased force, the mucus of the

vagina is increased, and after some time tinged

with blood, and this sign is called the " show"
by nurses. The os uteri dilates, and the mem-
branes surrounding the fcetus are pushed
through it like a small bag, which is filled by
the liquor amnii, and assists dilatation on the

principle of a wedge. The pains increase in

violence, the abdominal muscles assist the

uterus, producing a sense of great bearing
down, the bag formed by the membranes
bursts, the liquor amnii is discharged, and this

is technically termed by midwives " the break-
ing of the waters." When this occurs, the

first stage of labor is completed. The head
of the infant is now placed in immediate con-
tact with the substance of the womb, the pains
increase considerably, and follow each other
with greater rapidity than before ; the head is

pressed upon the perineum or soft parts, and
is soon expelled through them in the manner
already mentioned. The body follows, and
this completes the second stage of labor. The
infant is next separated from the mother.
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In a very short period the pains return,

expel the placenta and membranes, and thus

terminates the third stage of parturition.

DUTIES OF THE OBSTETRICIAN DX THE SECOND
STAGE.

As soon as the second stage of labor com-
mences, that is, after the escape of the waters,

the woman must be confined to bed, as the

womb is now dilated and the infant may be
born suddenly. British writers advise her to

be placed on the left side, so that she may be
assisted with the right hand of the obstetrician

;

and continental authors recommend placing

her on the back.

I agree with those who prefer the latter

position ; I believe it to be the most natural.

It is to be recollected, that women have been
delivered on either side, the back, on the

knees and elbows, on the abdomen, in a chair,

and in the erect position.

Whoever studies and comprehends the

mechanism of natural parturition, will at once
perceive that more assistance can be rendered
during labor when the woman is on her back
than on either side.*

* When the woman is in the second stage of labor, she
ought to remain during the pain on her back with her legs

and thighs semi-flexed, and the soles of her feet applied to

the bed. This position is so natural, that women will
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The duty of the obstetrician, when the
head is passing through the external genital
fissure, is to incline it towards the pubes,
while he supports the perineum or soft parts.

After the rupture of the membranes, the

second stage of labor has commenced, and
two or three vaginal examinations may be
necessary to ascertain the descent of the head.

When the head presses upon the perineum,
the palm of the hand should be applied to

this part, the thumb resting on one tuberosity

of the ischium, the ends of the fingers on the

other, so that the hand is placed across the

genital aperture. The pressure should be
chiefly made on the head, so as to direct it

towards the pubes, and not forcibly on the

perineum, as directed in some works, to pre-

vent its laceration, which has only the effect

of retarding the advance of the head.

assume it themselves, and will re-assume it on the return
of piin. But in the intervals of pain it is ridiculous and
cruel to require any certain position, such us reposing on
the left side for several hours, without being allowed to

bear a single pain on the right or back. In such case, the
woman ought to be allowed to place herself on either side.
" To deprive her of this resource," says Professor Vclpeau.
" is real barbarity. The accoucheurs of Great Britain who
advise lateral decubitus, pretend that it permits them to

support the perineum more efficiently, and to examine per
vaginam more correctly, a thing which I do not com-
prehend : many writers of which nation, and Smellie in

particular, have preferred the French plan, which is also

adopted by Dewees." (Traite Complet de l'Art des

Accouchemens, &c.)
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When the perineum is fully distended by the

head, pressure is to be made as above direct-

ed with the palm of one hand, while the fingers

of the other are applied over the forehead,

and the head assisted in the curved line of its

transit.*

Sometimes the perineum dilates fully after

a pain or two ; and at other times not for

several hours.

[Support to the perineum may be injurious

if commenced too early. No attempt should

be made to accelerate the passage of the head
manually. C]
When the head descends into the cavity

and outlet of the pelvis, it makes much pres-

sure on the sacral nerves, exciting many sym-
pathetic irritations. Pains in the small of the

back, about the region of the sacro-iliac joint,

now become severe, and extend down on both
thighs, giving rise to spasms of the lower

extremity, and the patient complains of
" cramp."

* Many modern obstetricians consider that supporting
the perineum is not only useless, but injurious, and can-
not prevent laceration of this part. (Grandchamp, Mende,
Schmitt, Siebold, Kilian, &c.—see Velpeau, Traite Complet
de l'Art des Accoucheniens, &c., 1835.) I have often

been called to parturient women after the head had
escaped through the genital fissure without any injury to

the perineum. Kilian is of opinion that the passage of
the shoulder, and not of the head, causes the greatest

number of lacerations of the perineum. I agree, how-
ever, with H. Velpeau, that this author has gone too far,

but that there is some truth in his assertion.
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.

The pain in the back is relieved by pressure

with the palm of the hand, and the cramp is

mitigated or removed by tying a handkerchief

very tightly above the knee on the affected

side, which benumbs the superficial perineal

nerve—a continuation of the sacral.

The irritation of the sacral nerves extends

to those of the rectum and bladder, and ex-

cites an inclination to empty these organs,

though there may be no real necessity. Vo-
miting is also sympathetically excited. But
all these symptoms are most favorable, as

they show the descent of the infant's head,

and the steady progress of the labor. Shiver-

ings or rigors supervene throughout the whole
body ; but these result from the local irrita-

tion, are favorable signs, and require no medi-
cine. Additional bed-clothes and warm drinks
will speedily remove them. When the head
presses strongly on the soft parts lining the
pelvis, in addition to the several irritations

already enumerated, " there is a sense of
bearing down, as if all the bowels were about
to protrude." This feeling often impels ner-
vous or irritable women to make strong bear-
ing down efforts with the abdominal mus-
cles, in the absence of labor pains, which, so
far from advancing the labor, absolutely re-
tard it, and often effect serious mischief, by
forcing down the head before the passage is

prepared to admit it. The obstetrician should
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caution his patient against this proceeding,
and inform her that she ought always to allow
her pain to come on of itself. Many impa-
tient women force down the head, lacerate

the soft parts (perineum), and cause a most
distressing disease. Thus, if the parts be
completely torn, the contents of the bowels
and bladder will pass through one outlet, and
render the sufferer a miserable object, until

relieved by proper treatment. This, however,

is of rare occurrence.

Partial laceration at the inferior commissure,

or angle of the genital fissure, often happens
in first labors, but is slight, and easily reme-
died.

In some rare cases the membranes or bag
of waters is so dense as to impede labor.

The twisting of this part, or perforating it

with "he index finger, or a new writing pen or

probe, will very much facilitate labor; but
nothing retards labor more, or renders it more
tedious and difficult, than premature rupture

of the membranes.*
The pains that expel the head are generally

severe, and cause a sensation as if the whole
bowels were protruding. These usually

* When the membranes are ruptured prematurely, the
orifice of the womb is not fully dilated, the waters escape,

the hard head of the infant comes in contact with the

surface of the womb, causes great contusion of this

organ, and retards labor. I shall describe the treatment
hereafter.
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cease for a few seconds after the head is horn

;

and the feeling of protrusion is such, that the

woman often endeavors to force away the

head, in the absence of regular labor pains.

She may effect this by the power of the ab-

dominal muscles alone, the womb will of

course be uncontracted, the next pain will

contract it irregularly, in the form of an hour-

glass, and this exposes the patient to flooding

or hemorrhage. This formidable disease is

also caused by the imprudence of the obste-

trician, either male or female, in pulling away
the shoulders and body immediately after the

expulsion of the head, in the absence of ute-

rine action or labor pain. So far from the

patient forcing, or the obstetrician extracting,

in the absence of pain, the one should remain
quiet, and the other press on the neck of the

infant with one hand, and on the womb with
the other, to prevent the descent of the shoul-

ders and body, and to excite the uterus to

action, by pushing the body and limbs against
it.

By thus exciting the uterus to act, it often
happens that the same pain which expels the
shoulders and body of the infant, will also
expel the placenta, or after-birth, into the
upper part of the vagina. But when the la-

bor is perfectly natural, the pain which expels
the head is rapidly succeeded by another
which expels the shoulders and body, and by
another which throws off the placenta.
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While the shoulders are passing, the pe-

rineum ought to be supported against the

pressure of the lower one, and the head and
neck raised at the same time towards the ab-

domen of the mother ; or in that curved line

on which the head passes in natural parturi-

tion.

As soon as the shoulders are expelled, the

obstetrician, in imitation of nature, will turn

the body obliquely, so as to adapt one infan-

tile hip to the sacro-iliac joint at the brim,

and the other towards the acetabulum of the

opposite side, thus adapting the long diameter

of the infant to that of the brim of the pel-

vis. The infantile pelvis rapidly descends
into the cavity of the maternal, one hip is

turned towards the sacrum, and the other to

the pubes of the mother, thus adapting the

widest part of the infant to the largest of the

outlet or passage of the mother. [No inter-

ference of this kind is necessary, for Nature
will accomplish the rotation. C]
When the infant is born, its back ought to

be turned to the genital aperture of the

mother, as there is generally, but not always,

a gush of water from the womb, which might
suffocate the infant.* [The abdomen of the

child should be turned to the vulva of the mo-
ther, that no traction may be exercised on the

* Dr. William Hunter describes a case of suffocation

from this cause.
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cord if it should be short. The child's face is

readily relieved from the gush of waters. C]
If the hand be now applied to the abdomen,

the uterus will be found contracted beneath

the navel, and about the size of an infant's

head.

Separation of the infant from the mother.—
The obstetrician now separates the infant

from the mother, by first tying with two liga-

tures, the umbilical cord or navel string, and

then cutting it between them. As soon as the

infant breathes freely or cries, one ligature,

composed of thread, as already described, is to

be applied about 2£ or 3 inches from the infant's

abdomen, drawn tightly, and secured with a

double knot. Another is to be placed nearer the

mother, and the navel cord is divided between
them with a pair of scissors. The ends of

the ligature or threads on that portion of the

cord near the infant, are to be cut short, the

infant removed, placed in a piece of flannel

called " a receiver," and handed to the nurse.

The nurse now, or often while the navel

string is being tied, puts a flannel cap on the

head, which is a useless piece of dress, and
no preventive of cold, as was formerly and is

at present too generally supposed. As soon
as the infant is separated from the mother,
which is effected in a minute or two, a warm
napkin is folded and applied to the genital
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fissure, and a table-spoonful of brandy in half
a wine-glassful of warm water is administered
to the mother. The obstetrician examines
the abdomen, for the purpose of ascertaining

whether the uterus is contracted, as already

described, or whether it contain a second
infant.

[In very few cases will any stimulus be
unobjectionable. C]

[To wait until pulsation in the cord ceases

about 6 inches from the umbilicus (at the same
time keeping steady pressure over the uterus),

will both avoid injury to the child and tend to

facilitate the delivery of the placenta. Some
accoucheurs advise the application of a single

ligature, under the impression that the slight

bleeding promotes the expulsion of the after-

birth. The cord should be seen while the

ligature is placed on it, and no such accident

as the loss of a penis or a toe (as has been
known) will occur. C]

If it is found contracted, the wet clothes,

consisting of the skin of leather, ccc, are now
withdrawn from under the pelvis of the wo-
man ; a warm sheet or blanket replaces them

;

some additional bed-clothes are put on, as

shivering or a sense of coldness is often ex-

perienced after the birth of the infant. The
woman is made comfortable, and allowed to

rest for a few minutes until pains return,

which is generally from a quarter of an hour



68 EUTOCIA. NATURAL PARTURITION.

to an hour, and these contract the uterus and

expel the placenta.

[In some cases, as where there is a ten-

dency to syncope, of in twin cases, a temporary

bandage is applied before the expulsion of

the placenta. It is usually unnecessary to

remove the soiled clothes until the comple-
tion of the 3d stage. The shivering men-
tioned is not attended with chilliness, but is

merely a nervous shudder. C]

DUTIES OF THE OBSTETRICIAN IN THE THIRD
STAGE.

EXPULSION OF THE PLACENTA.

The action of the uterus, or after-pains,
come on in a few minutes after birth of the
infant, when the labor has been perfectly
natural. They may not, however, come on
sooner than half an hour, an hour, or even
longer. The navel string is to be coiled
round two fingers of the left hand and gently
put on the stretch, and two fingers of the
right passed along it into the vagina ; and if

the root or insertion of the navel string can
be felt, the placenta is separated from the
uterus. If the patient cough or bear down,
the placenta will descend, and its edge may
be hooked on the finger, when the whole of
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it will readily follow if traction be made
through the centre of the vagina or axis of
the outlet.

When the placenta is being passed through
the external genital aperture, it should be
brought in the axis of the outlet, that is,

through the centre of the vagina, twisted

round so as to bring the membranes attached

to its edge and raised towards the abdomen
of the mother, in the same manner as already

directed for the management of the head,

shoulders, pelvis, and limbs of the infant. In

fact, the placenta ought to be directed in the

axes of the brim, cavity, and outlet of the

pelvis as it passes through these parts.

As soon as the placenta is expelled, it

ought to be placed on a napkin under the

bed-clothes, withdrawn, and examined on both
its surfaces, so as to ascertain if it have
passed entire. When it is perfect, it is placed

in a basin or chamber utensil ; a warm napkin

is applied to the genital fissure, and some
brandy or other spirit, or wine and water,

ought to be administered to the patient.

[In the United States we -may safely say
no ardent spirit or wine should be given, un-

less under peculiar circumstances. C]
If after-pains do not come on, some warm

drink may be given, and gentle friction made
with the hand on the lower part of the abdo-

men over the uterus, for the purpose of ex-
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citing contraction of that organ ; the patient

is to bear down, cough, the hand of the male

or female obstetrician being pressed on the

patient's abdomen while she makes the effort,

or sneezing may be induced by the use of

snuff. All these motions expedite the expul-

sion of the placenta, by causing the abdomi-

nal muscles to press on the uterus ; and, for

the same reason, the patient is advised by the

nurse " to blow on the back of her hand, or

into an empty bottle, or to laugh heartily."

After the placenta has come away, the

patient inquires as to her safety, and being

assured of it, she usually returns thanks to

Heaven in emphatic language for her delivery.

The danger of retained placenta is flooding,

and no labor can be said to be completed un-

til the after-birth has passed. If the uterus

is contracted in a round hard tumor, there can

be no dangerous hemorrhage, though the

placenta is retained, but it ought to be ex-

tracted in an hour after delivery, whether
there be hemorrhage or not. Secale cornu-
tum, or ergot of rye, will always effect this

object.

[Ergot is not always appropriate. C]
The finger should be introduced into the

vagina after the expulsion of the placenta, to

remove all clots of blood and ascertain if the
uterus be inverted or the perineum lacerated.

[The accoucheur's first duty, after the de-
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livery of the child, is to know that the uterus
is contracted, and his own hand, or that of
some trusty assistant, should never leave the

abdomen until the placenta is delivered and
the bandage applied. C]
A bandage is now tightly passed over the

chemise around the abdomen. This is recom-
mended by some during all the stages of
labor, but in my opinion is unnecessary, and
by pressing tightly on the abdominal muscles
retards their action. It is seldom used until

after delivery at present, and most women are

delivered and do well without it.

It is of use to support the abdomen after

the birth of the infant, and is almost invaria-

bly employed.

[The accoucheur should adjust the bandage
himself. It should be firm, and broad enough
to encircle the hips and reach the epigastrium.

ci
Lastly, inquiries are made as to when it

will be proper to adjust the bed, or " put the

woman to bed." The woman ought not to

be disturbed for an hour, and never sit up
while the bed is being arranged, as syncope,

flooding, or prolapsus uteri, might follow.

She is to be raised on a sheet between two or

more persons, and to be kept in the horizontal

or lying position, or she may remain on one

side of the bed while the other is adjusted.

She may also be moved on a sofa covered

with a blanket and placed near the bed.
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The apartment should be kept dark, quiet,

cool, and well ventilated, and the patient ad-

vised to speak as little as possible, and all

visitors excluded.

An anodyne draught, composed of twenty-

five or thirty drops, of laudanum, or the seda-

tive solution of opium, or a proper dose of

morphia, ought to be given ; and as soon as

the infant is washed and dressed, it ought to

be enveloped in flannel and placed on its side

with its mother.

[As a general rule, it is better to avoid an

anodyne, as tending to prevent uterine con-

traction and the expulsion of clots. It may
be required for after-pains. C]

[The patient should not be left for two

hours after delivery, and more especially if

there has been hemorrhage, or an excited pulse

remains after the completion of labor. Before

leaving, strict inquiry is to be substituted as

to the amount of " discharge." C]
Management of the Infant.—The chief du-

ties of the nurse towards the infant are, to

wash, dress, and feed it, unless the mother has

breast-milk, which is the most proper aliment

for it.

[By examination, you will usually find some
fluid in the mother's nipple ; this is called

colostrum, and will be all the purgative needed
by the child. C]

Washing the Infant.—The whole, or many
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parts of the skin, are generally, though not
invariably, covered with a whitish unctuous
substance at birth. It is most abundant in

the groins, between the thighs, under the

arms, in the creases of the neck, and other

parts, and also behind the ears. This sub-

stance obstructs the pores of the skin, would
irritate them, and cause them to gall or in-

flame, and ought to be removed by ablution

or washing. The common domestic animals
remove a similar substance from their young.
The vulgar sometimes allow it to remain on
the head to strengthen the opening in that

part ; but this is a ridiculous error. The
washing of the infant should be performed in

an adjoining chamber to that in which the

mother is placed, as most nurses make too
much noise and bustle while engaged in it.

Many of them handle the infant too roughly,

and twist it about too suddenly while dressing

it ;
they cause it to cry during the whole pro-

cess, affording proof of their inexperience,

and at the same time harrowing the feelings

of the mother and disturbing her. It is essen-

tially necessary that the mother should be
kept quiet and tranquil, and talk as little as

possible.

The manner of washing a new born infant

is simple. A lather of mild soap is gently

applied to the head with a piece of soft flannel

or sponge, care being taken not to allow the

4
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eyes to be irritated by this fluid. Spirit of

any kind is unnecessary, though frequently

employed hy nurses, except when the scalp is

tumefied. The eyes should he washed with

tepid water only, and should not be exposed

to the light of a candle or fire, as is usually

the case. The head and ears are now dried

by means of a soft old napkin, and a flannel

cap is put on. [The head should be left un-

covered. C] The neck, body, limbs, with

all their creases, should be thoroughly wash-

ed; and, when the sebaceous or unctuous

matter is very adherent, the affected part may

be rubbed with some olive oil, lard, fresh but-

ter, or any fresh grease, to facilitate its re-

moval. In performing the task, it is desirable

that it should be done as quietly as possible,

and all hasty or violent movements or turn-

ings of the infant should be carefully avoided.

The infant should not be washed with, or

plunged into cold water, under any circum-

stances.

Sometimes the infant is immersed in a

warm bath, imitating the position which it

had in the amniotic fluid, or that which sur-

rounded it before birth. When the infant is

delicate or feeble, the addition of a small

quantity (a tea-spoonful) of wine, brandy, or

other ardent spirit, forms an excellent tonic

bath, which strengthens and reanimates the

new being when in a languishing or dying
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condition. Care must be taken not to add
too much spirit, or the delicate, soft, and
tender skin will be excoriated or inflamed, or
convulsions, apoplexy, or death induced. The
body is now to be wiped dry with a fine soft
napkin ; the groins, internal surfaces of the
thighs, neck, behind the ears and armpits,
powdered with fine hair powder, or finely

powdered starch ; and the body is then ex-
amined to ascertain its proportions, or deform-
ities, and then dressed as soon as possible.

Dress.—The proper mode of dressing a
new born infant deserves particular attention.
The first part of the dress of an infant is

applied to the remains of the umbilical cord
in the following manner :—The nurse takes
a soft piece of old linen, about two inches
square, cuts a small circular hole in its centre,
through which she brings the remaining part
of the navel-cord, and then envelopes it.

She next turns it towards the chest of the
infant, and places a small flannel bandage
over it, and round the body. This should be
secured by tapes. The object in dressing the
navel-cord is to prevent it irritating the skin
of the infant. Some writers recommend a
small pad over the dressing, but this is seldom
applied in this country. The bandage should
not be too tight or too loose, as in the first

instance it is intended to secure the navel-

cord, and secondly, to prevent the starting of
the navel, hernia, or omphalocele.
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The dress is plain and simple. As a gene-

ral rule, all compression of the chest or abdo-

men is highly injurious : it renders the respi-

ration difficult, prevents the return of blood

from the head, causes congestion, apoplexy,

or hydrocephalus, derangement of the diges-

tive organs, hiccough, vomiting, griping ; the

development of the body is arrested, the ac-

tion of the muscles, including the motion of

the limbs, is impeded ; the body becomes

curved according to the direction of the pres-

sure, the spine and limbs become deformed,

or, to use a popular phrase, " grow out," or

are ricketty, while the vigor and beauty of

structure are diminished or destroyed.

Another cruel practice is adopted by nurses,

and that is, " squeezing the breasts of infants

to get out the milk." This proceeding is

useless, and often produces inflammation and

suppuration of the injured part. It is true

that compression causes a slight discharge of

a thin fluid, and if resorted to at all, it must
be with gentleness. Most infants do well

without such an operation.

Almost every part of the infant's dress

should open on the back, and be fastened by
tapes or buttons, and pins ought to be entirely

laid aside. The absurd practice of tightening
the cap-tapes under the chin, to make " the

baby look well," is highly condemnable. The
infant should be at ease, and enjoy perfect
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freedom of motion of its superior and inferior

extremities. It therefore follows, that the

triangular doublet or napkin placed round the

lower part of the abdomen, fastened in front,

and then the remaining angle of it brought
between the lower limbs, and tied to the

former part, should not be too tightly applied,

as it would prevent the free motion of the

lower limbs. It never ought to be pinned.

[This advice was penned before the inven-

tion of " shielded pins." C]
When the infant is dressed, it is enveloped

in flannel, the face being uncovered, and placed

on its right side in its cot, which is preferable

to the bed of the mother, as this is too warm
in summer, and predisposes it to catarrh, or

cold, or snuffles, which will prevent it from
sucking. Every mother longs to gaze upon
her infant, and must be gratified, and ought
to have it in her bed in winter.

The first dress is generally too long, gets

twisted about the limbs, and impedes their

motion and growth. The long clothes are

injurious on this account, and need not extend

more than four or six inches beyond the feet.

They need not be worn longer than three or

four months, especially in warm weather.

It is an absurd practice to give butter and
sugar, treacle, syrup of violets, almond or

castor oil, to a new born infant to carry off

the meconium or dark-colored contents of the
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bowels. The infant ought to be applied to

the breast as soon as it is dressed, provided

the mother have milk ; but when she has not

[Fluid composed of £ of water and i milk is

to be given, sweetened with white sugar. C.].

The infant may be applied to the breast so

soon as the woman has recovered from the

fatigues of delivery, and ought to be suckled

every second hour while awake. [Once in

three or four hours is enough. C]
Breast-milk differs in quality and quantity-

according to the age, temperament, peculiarity

of constitution, and aliment of the woman
who supplies it. The diet and medicine taken

by a wet nurse affect the breast-milk, and
therefore she should be cautious in the selec-

tion of food and medicines.

When a woman is delicate, or has not milk,

a wet nurse ought to be provided, and she

should be nearly of the same age as the mo-
ther whose infant she is about to nurse, and
have been delivered about five or six weeks.
She ought to be healthy, careful, cleanly,

good tempered, fond of children, watchful at

night, and not likely to suffer from being dis-

turbed ; she should also be patient, sprightly,
cheerful, active, and have a good supply of
milk, and a healthy infant. When the mother
has no milk, and a wet nurse cannot be procur-
ed, the best food for a new born infant is com-
posed of three parts of new cow's milk, with
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one of tepid water, sweetened with loaf sugar;
and the quantity for each repast is about three
table-spoonfuls. Water gruel, arrow root,

and pap, are generally substituted, but are in-

ferior to milk of any kind.

When the infant is still-born, as it is termed,
or apparently dead at birth, in consequence of
compression, the best mode of resuscitation is

to establish respiration, by inflating the lungs.

This may be done by closing the nostrils,

pressing "the larynx on the oesophagus against

the spine, and then blowing into the infant's

mouth. When the lungs are inflated, pres-

sure is to be made on the ribs with the hand,
so as to expel the air, and this artificial respi-

ration continued for half an hour, or an hour,
until the breathing is established. While the

artificial breathing is being made, the face and
chest are to be rubbed with ardent spirit,

brandy, whiskey, &c, for the purpose of ex-

citing the nerves of both parts, which are

essential to respiration. The infant may also

be immersed in a warm bath.

If the face be purplish there is congestion
of the brain, and the navel cord ought to be
allowed to bleed from a tea-spoonful to two
table-spoonfuls, as apoplexy is present.

Unless pressure be made on the neck, or

the oesophagus, the stomach, instead of the

lungs, may be inflated.

The tracheal pipe may be used as follows

:
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pass the fore-finger of the left hand into the

mouth of the infant, depress the tongue, and

feel the opening of the glottis. The tube is

now to be passed along the left fore-finger

into the wind-pipe, the finger withdrawn, the

nostrils closed, and inflation commenced. An

assistant should press on the trachea and chest

as already directed.

After a longer or shorter period the heart

begins to pulsate, and respiration commences.

Care must be taken not to injure the delicate

lining of the windpipe with the tube [and not

to inflate too strongly, lest the air-cells he

ruptured. C.]. The former method of resus-

citation is more simple, and, according to my

experience, equally efficacious.

MANAGEMENT OF THE MOTHER AFTER DELIVERY.

The obstetrician ought to visit his patient

in twelve hours after delivery, inquire how she

has rested, the state of the lochial discharge,

milk, breasts, bowels, and bladder. If the

pulse is under 100, the skin cool, the bowels

regular, the urine evacuated, and the milk

secreted, or the breasts tumefied, she is going

on as well as can be expected.

If the bladder has not been evacuated,

cloths wrung out of warm water, or a decoc-

tion of poppy heads and chamomile, ought
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to be applied over the lower part of the abdo-
men, and if the fomentation does not relieve

the bladder, the catheter will be necessary.

It is usual to open the bowels after deli-

very, but this should not be done until the

secretion of milk has taken place, which may
not be for two or three days. [A purgative,

usually 01. Ricini, may be given advanta-

geously early the third morning. C] The
diet of the woman forms little feculent mat-
ter ; and it is to be remembered, that when it

is desired to prevent the formation of milk in

those cases in which the infant is dead, the

administration of purgatives effects it, by irri-

tating the intestinal canal^ and arresting the

determination of blood from the uterus to the

mamma?.
The diet of a woman after delivery ought

to consist in water gruel, arrow root, tea, cof-

fee, and light pudding; but when she is deli-

cate, chicken broth, beef tea, eggs, and animal
jellies, with a small quantity of wine, may be
allowed.

When after-pains are troublesome, the ano-

dyne draught ought to be repeated.

All wines, spirits, and fermented liquors,

are injurious to the healthy woman, and may
predispose her to fever or inflammation. About
the fourth or fifth day she may be placed on
a sofa, drawn near the edge of the bed, while

the latter is being adjusted, but she should
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never sit up, or walk about, until the lochial

discharge is about to cease, or is very trifling,

and that is generally about the ninth or tenth

day, but in delicate women, much later. She

may repose on a couch at this time, and gra-

dually sit up for two or three hours ; but she

must be careful to guard against the extremes

of heat or cold. At the expiration of three

weeks or a month, she may take an airing in

a carriage. Women in the lower ranks rise

and walk much earlier than the time above

stated; they often do well, but more com-

monly suffer from prolapsus uteri, leucorrhcea,

dyspepsia, and hysteria.

While the lochial discharge continues, the

womb remains enlarged, and if the woman
walk or stand, it will fall from its weight into

the pelvis, and lay the foundation of the above-

named diseases.

Class II. Dystocia.—Difficult Labor.

[Laborious, mechanical, or artificial labor, &c.]

Character. Every labor in which the pro-

cess is prolonged beyond 24 hours, the head

of the child presenting.

[Dystocia, is defined difficult or preterna-

tural labor, when some other part besides the

crown of the head presents. M. R.]
Note. Some objections may be made to

this definition taken from time, but it will be
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found to apply to practical uses better than if

it was taken from circumstances.

It would often be extremely difficult to say

with precision when a labor actually begins,

because of the number of concurrent changes.

But in general some progress must be made,

before we can allow a labor to be commenced.

FOUR ORDERS.

ORDER L

Labors rendered difficult from the inert or irre-

gular action of the uterus.

CAUSES.

1. Too great distension of the uterus.

2. Partial action of the uterus.

3. Rigidity of the membranes.
4. Imperfect discharge or dribbling of the

waters.

5. Shortness of the funis umbilicalis.

6. Weakness of the constitution.

7. Fever [or inflammation in the head,

chest, or abdomen].
8. Want of a due degree of irritability.

9. Passions of the mind.

10. General deformity.
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ORDER II.

Labors rendered difficult by the rigidity of the

farts to be dilated.

1. First child.

2. Advancement in age.

3. Too early rupture of the membranes.

4. Oblique position of the os uteri.

5. Fever or local inflammation.

6. Extreme rigidity of the os uteri.

7. Uncommon rigidity of the external parts.

order m.

Labors rendered difficultfrom disproportion be-

tween the dimensions of the cavity of the pelvis

and the head of the child.

1. Original smallness of the pelvis.

2. Distortion of the pelvis.

3. Head of the child unusually large, or too

much ossified.

4. Head of the child enlarged by disease.

5. Face inclined towards the ossa pubis.

6. Presentation of the face.

7. Head presenting with one or both arms.

ORDER IV.

Labors rendered difficult by disease of the

soft parts.

1. Suppression of urine leather Reten-
tion. C.].
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2. Stone in the bladder.

3. Excrescences of the os uteri.

4. Cicatrices in the vagina.

5. Adhesion of the vagina.

6. Steatomatous tumors.

7. Enlargement of the ovaria.

8. Rupture of the uterus.

Note. The disturbance of the natural pro-

gress of labors, more especially the premature

rupture of the membranes, is the most general

cause of difficulties in parturition.

Women are to be relieved in difficult labors,

1. By time and patience.

2. By encouragement to hope for a happy

event.

3. By regulating their general conduct.

4. By lessening or removing the obstacles

to the effects which should be produced by the

pains.

5. By the assistance of instruments.

[The causes of dystocia include haemor-

rhage, convulsions, syncope, prolapsus of the

umbilical cord, asthma, hydrothorax, ascites,

deformity of the spine or pelvis, aneurisms,

hernia, displacements of the womb, bladder,

or vagina, by the pressure of tumors ;
diseases

of the fcetus, excess of volume, dropsies, dif-

ferent tumors, twins or a plurality of infants,
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union of two at different parts, transverse

presentation of the body, &c. M. R.]

Intentions in the use of instruments.

1. To preserve the lives both of the mother
and child.

2. To preserve the life of the mother.
3. To preserve the life of the child.

Instruments contrived to answer the first inten-

tion.

1. Fillets. 2. Forceps.
3. Vectis or Lever.

Three things are to be considered with
respect to the Forceps or Vectis, and to the

use of instruments in general.

1. To make an accurate distinction of those

cases which require their use.

2. Of those cases which allow their use.

3. Of the manner in which they ought to

be used.

[I shall now describe the treatment of the
various causes which retard parturition.]

CAUSES WHICH RETARD PARTURITION.

Numerous causes, both moral and physical,
retard the process of parturition. "Fear,
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anxiety, and depression of spirits, are the
most common moral causes. The physical
causes that relate to the woman may he divid-

ed into those which produce unusual resist-

ance to the passage of the infant ; and into

those which arise from defect of the powers
of expulsion.

Rigidity of the genital organs, either of the

external or internal, is one of the most com-
mon causes of resistance in a first labor, espe-

cially in very young or very old women.
There is a deficient or no vaginal discharge,

the parts are hot and painful, and there is

fever. This is called " a dry labor."

Treatment.—The patient should be bled

from the arm, have the external genitals

fomented, the bowels regulated by an aperient

or an enema, and then an anodyne draught.

These means will abate pain, cause rest, and
favor dilatation.

[Keep the room cool—let the conversation

be cheerful, encourage the patient to walk
about, avoiding fatigue—attend to the state of
the bladder and bowels—give cooling drinks

and light nutriments. If a disposition to ple-

thora exists, bleed, and if necessary, give

Ant. Tart, in nauseating doses. Opium and
Ant. Tart, may be conjoined advantageously.

The application of Ung. Bellad. 3 j. of Extract

to § j. of Lard has been recommended (Chailly

says he has seen it useful), but by many its
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use is discouraged. If it produces a favorable

effect, it is evidenced rapidly. A large enema

of warm water is serviceable. A sponge moist-

ened with some emollient may be inserted

into the vagina. Artificial dilatation was pro-

posed by Hamilton, but "the practice is

hazardous in skilful hands, positively danger-

ous in unpractised ones, and unnecessary in

all." C]
Dr. Hamilton found venesection the best

remedy in plethoric young subjects, and a

starch and opiate enema in delicate women.

I have observed the efficacy of both remedies

in a large number of cases.

Some writers advise a free use of lard, but-

ter, &c, to dilate the genitals, but these means

do not possess any such power. They do

good by cooling and lubricating the vagina.

The obstetrician ought to avoid making fre-

quent vaginal examinations, and take great

care not to rupture the membranes. The
ergot of rye would be highly improper under

such circumstances.

Another cause of tedious labor is a dispro-

portion between the size of the head mid the pel-

vis. This case occurs when a small woman
brings forth an infant begotten by a large

man. The head will be larger than usual

;

or its sutures may be so completely ossified

that it cannot be compressed in the ordinary
shape for its passage through the pelvis.
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Lastly, the head may be greatly enlarged by
hydrocephalus.

Treatment.—Time and patience are neces-

sary in cases of disproportion ; the patient's

strength must be supported by nutritious ali-

ment, and the bladder and rectum should be
evacuated. In slight degrees of disproportion,

nature may overcome the difficulty ; but in

the majority of examples, instrumental aid

will be necessary. If the labor-pains be
strong, and the head firmly pressed against

the internal surface of the pelvis and unyield-

ing perineum, the woman may die undelivered,

or be so contused, that sloughing will super-

vene soon after delivery, or the perineum
may be lacerated. In such cases the forceps,

lever, or perforator is required.

If the head be enlarged by hydrocepha-
lus the fluid should be drawn off, when
the bones of the cranium will close, and the

infant will readily pass through the pelvis.

Premature rupture of the membranes is a fre-

quent cause of protracted labor. In such case
" the bag of the waters " does not act as a soft

wedge in dilating the os uteri, the waters
escape in a great measure before the mouth
of the womb is so dilated as to allow the head
to pass through it, the hard head now presses

on the soft parts of the pelvis, causing exces-

sive pain, irritation, inflammation, and gan-

grene.
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Treatment.—The same as in rigidity of the

soft parts, bleeding, fomentations, and ano-

dynes. Time and patience are requisites in

this kind of labor.

Rigidity and toughness of the membranes
containing the liquor amnii, or waters, may
retard parturition. This state exists when the

membranes do not rupture, though the uterus

appears sufficiently dilated. This state is

usually combined with a redundancy of the

liquor amnii, which distends and enfeebles the

uterus.

Treatment.—In rigidity of the membranes,
they ought to be ruptured with the end of the

ringer, a piece of wire, or a probe, as soon as

the uterus is sufficiently dilated ; the waters

will then escape, and the uterus will contract

and act more efficiently.

It is necessary to ascertain the presentation

before rupturing the membranes, so that if

preternatural, the operation of version or turn-

ing may be performed.
The presentation cannot always be ascer-

tained, but more especially when there is a

large quantity of fluid placed between the

foetus and the uterus ; and should the infant

present transversely after the escape of the
waters, it is to be rectified by version as here-
after described.

Hydramnios, or dropsy of the amnios, may
distend the uterus and render it inert and
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powerless. This is termed redundancy of the
waters. Puncturing the membranes and
allowing the fluid to escape is the treatment
for this cause of retarded labor.

False waters may distend the uterus and
are ascribed to hydatids, transudation of the

amnios, accumulation of fluid between the

chorion and amnios, dropsy of the decidua or

true hydrometra, or dropsy of the chorion.

One or more pints of fluid may escape months
before delivery, and the membranes rupture

as usual during labor.

When this dropsy is complicated with par-

turition, rupture of the membranes would
cause the uterus to evacuate it.

Inaction of the uterus is another cause of
tedious labor. When the uterine contrac-

tions or labor pains are feeble and of short

duration, having no propelling power, the er-

got of rye is useful, provided the presentation

and pelvis be natural. Warm diluents are

also beneficial, as hot tea, or weak brandy, or

other spirit and water in small quantity.

[Rules for the use of Ergot. 1st. Ne-
ver give it to relieve yourself. 2d. The Os
must be fully dilated. 3d. Pelvis must be
ample. 4th. Not if the presentation be be-

yond reach. 5th. Not in mal-presentation.

6th. Vagina must be cool. 1th. Not if obstruc-

tion of soft parts. 8th. The foetal head must
not be relatively too large, ex. gr. Hydroce-
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phalus. 9th. The vascular system should not

be over-excited or the nervous susceptibility

increased. 10th. The labor ceasing from want

of contraction. Ergot is apt to spoil, and if

the first four doses produce no effect, send for

another sample. On the child ergot fre-

quently produces fatal results. By listening

to the foetal heart a diminution in frequency

is observed, then it becomes irregular, inter-

mittent, and finally inaudible. If the foetal

pulse be reduced below 110 with intermission

the child will be lost. If delivery be delayed

two hours after its administration, the child

will usually be still-born. Children are with

difficulty resuscitated after the use of er-

got. C]
Another remedy for powerless labor is

compression of the abdomen by means of a

broad bandage gradually tightened during

each pain. I think it of use in over-dis-

tension of the abdomen, or in obliquities of

the uterus, but of little, if of any value in a

preponderating number of parturitions.

The only occytocic remedy, or one that is

really capable of expediting parturition, is the

ergot of rye. [The reader's attention is spe-
cially requested to the rules for the use of
ergot. Dr. R. appears entirely too partial to

the use of this drug, and his cautions against
its abuse are too meagre. C] Borax has
no such effect according to my observation.
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Amulets, relics, &c, may tranquillize the
mind, but can have no other effect in exciting

or increasing the contractions of the uterus,

or in expediting labor. Nevertheless they
still continue to be employed in this and every
other country by women in labor. I have
often found them in the chambers of lying-in

women, sometimes worn as rings or as amu-
lets.

Menial depression retarding labor.—Depress-
ing passions of the mind are to be quieted

by consolation, sympathy, inspiring confidence

in the goodness of Divine Providence and the

powers of nature, and stating the immense
number of women that do well on the face

of the globe without any medical assistance.

Paiiif'ul or partial contractions of the uterus

also impede labor. Plethoric women are sub-

ject to them, and are relieved by bleeding
from the arm.

When the contractions of the uterus are

excessively painful, or the pains extremely
severe, they depend upon an exalted sensibili-

ty, natural or accidental, of the whole genital

organs. When these occur in plethoric

women, they are relieved by blood-letting,

fomentations, and anodynes ; and in delicate

females the remedies are the same, the blood-
letting being omitted.

Partial contractions of the uterus are de-

scribed by the best obstetric authors. The
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fundus uteri is spasmodically affected while

the rest of the organ contracts regularly, or

the spasms may be in any part of the organ.

The irregular contractions may be easily

discovered by placing the hand on the hypo-

gastric region or inferior part of the abdomen.

(Denman, Burns, Dewees, Wigand, Velpeau,

&c.) Denman called these, spasmodic con-

tractions, and Wigand tetanus of the uterus.

Treatment.—Venesection in full habits, an-

odynes with antispasmodics, fomentations to

the abdomen and perineum, anodyne liniments

to the abdomen, with belladonna to the os

uteri, are the best remedies. The quantity

of the last medicine is a drachm to an ounce

of axunge or prepared lard, a drachm of

which may be placed on lint and applied to

the orifice of the womb. The effect is prompt
and efficacious. (Chaussier, Conquest, Mandt,

Blakett, Ricker, Velpeau, &c.)

Shortening of the umbilical cord, or twisting

of it round the neck, trunk, or limbs, may re-

tard parturition. When this occurs, the head

remains a considerable time at the outlet

though the pains continue active. In such

case we should examine the neck, to ascer-

tain if the cord be twisted round it ; and if

we feel the cord, and that the labor does not
advance, it ought to be put on the stretch, or

divided as soon as it is within reach.

[Before the expulsion of the head the cord
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cannot safely be interfered with—after that

event this circumstance is evidently no element
in delay. The effect of a short cord in delaying
labor is more doubtful than ascertained. C.J

Distension of the bladder or rectum will also

retard labor, by narrowing the cavity of the

pelvis. The pressure of the infant's head
will contuse both parts, and in a few days

after delivery both may slough, forming vesi-

co-vaginal and recto-vaginal fistula?.

Treatment.—Catheterism and enemata are

the obvious remedies.

Descent of one or both arms along with the

head, will retard parturition. In such cases

the hand or hands may be easily returned in

the absence of pain ; but if the pains are ur-

gent or incessant, delivery will take place,

though it will be protracted. The woman
ought not to be informed of the nature of

the case, and it may, in general, be remedied

without her knowledge.

REMARKS ON NATURAL PARTURITION.

The process of parturition may be complet-

ed in an instant, or may be protracted for

five or more days. When the orifice of the

womb feels rough and soft, like muscular tis-

sue, it will dilate rapidly ; and when smooth,

like glove leather, it will dilate slowly. It is

impossible to determine when any given labor

" will be over," or completed.
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The pains differ in the stages of labor.

In the first stage the pains return every

half hour; after some time, every 20, 15, 10,

5, or 2 minutes, they increase in severity and

duration, and the woman moans, frets, or

bears in silence.

In the 2d stage, after the rupture of the

membranes and the escape of the waters, the

head presses forcibly on the soft parts within

the pelvis, the pains become more severe and

straining : the woman becomes more impa-

tient, screams aloud, holds in her breath, or

bears in silence.

When the head, shoulders, and body of the

infant are passing through the outlet, the wo-
man feels as if her whole bowels were pro-

truding, she screams aloud, or is perfectly

silent.

After the infant is born, the pains either

cease entirely for 10, 20, or 30 minutes, and
then return with less severity. These are

termed after-pains, and are caused by the con-

traction of the uterus for the expulsion of the

placenta and membranes.
Labor pains are termed weak, strong,

small, short, regular, irregular, mild, sharp,

true, false, spurious, bearing down, lingering,

rapid, violent, fierce, thundering, &c.
Labor may be quick, slow, tedious, linger-

ing, difficult, severe, dry, wet, sick, sleepy,
strong, weak, good, bad, manual, or instru-

mental.
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In multiparous, plural, or twin labor, the
treatment is the same as in natural parturition,

or when the infant presents by the head, feet,

or breech, and it seldom happens in such cases
that version or instruments are necessary.

As many as six infants have been born at

one parturition. A certain provincial physi-

cian had lately, in his eightieth year, four liv-

ing infants at one birth.

I have also known a woman delivered of
one infant on Monday, and of the other on
the following Thursday, without a bad symp-
tom during the interval, and both infants were
born alive. Thirty-six hours elapsed between
the birth of a first and second infant in

another case ; but the latter was born dead.

Lastly, labor is rendered difficult when dif-

ferent parts of two or more infants are united,

as two trunks to one head, two heads to one
trunk, two full grown infants attached by the

chest, as the Siamese twins, or by the back,

as the Hungarian sisters, and the case at Exe-
ter, which I have described, and is now being
exhibited in London.

In plural labors there are in general differ-

ent placentae and umbilical cords, and each of
these last requires different and double liga-

tures. Both cords are sometimes inserted, in

twin cases, in one placenta, and therefore more
imperiously require a double ligature on each

as already recommended. After the birth of



98 APPLICATION AND USE

the first infant, the membranes of every other

are to be ruptured. M. R.]

[The vessels of the two portions of the

placenta seldom communicate. C]

DIRECTIONS FOR, AND ADMONITIONS IN, THE
APPLICATION AND USE OF THE FORCEPS.

[Etherization as a preliminary step to the

use of instruments has recently been em-
ployed, and hitherto with encouraging results

in the majority of cases. It has also been

deemed advisable to employ it in severe labors.

The relief from pain which follows its use has

been witnessed in labor as distinctly as in sur-

gical operations. Sensibility is deadened and
muscular resistance diminished without sus-

pension of uterine contraction, but as yet the

trials have been too limited to speak defini-

tively as to the value of the remedy in obstetri-

cal practice. Its use should be reserved for the

agonizing pains that attend the expulsion of

the head, and not resorted to in the trying but
tedious pains that occur during the dilatation

of the os. As at present advised, the use
of ether in certain cases appears justifiable,

but it should not be resorted to indiscrimi-
nately. C]

[Objects of the use of Forceps. 1st, To cor-
rect malposition

; 2d, to supply deficiency of
uterine action ; 3d, to save the mother from
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consequences of labor too prolonged
; 4^, to

deliver under certain imperious necessities,

e. g. convulsions, &c. ; 5th, to deliver head
after expulsion of body in breech cases. C]
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SECTION t.

1. It has long been established as a gene-

ral rule, that instruments are never to be used

in the practice of midwifery; the cases in

which they are used are therefore to be con-

sidered merely as exceptions to this rule.

2. But such cases can very seldom occur in

the practice of any one person; and when
they do happen, neither the forceps nor any

other instrument is ever to be used in a clan-

destine manner.
3. The first stage of a labor must be com-

pleted, that is, the os uteri must be dilated

and the membranes broken, before we think of

applying the forceps.

4. The intention in the use of the forceps

is, to preserve the lives both of the mother
and child, but the necessity for using it must
be decided by the circumstances of the mother
only.

5. It is meant, when the forceps is used, to

supply with it the insufficiency or want of la-

bor pains ; but so long as the pains continue,
we have reason to hope they will produce
their effect, and shall be justified in waiting*
* [This rule is liable to exceptions. The pains may be

strong, the head impacted for hours, and making mischie-
vous pressure on the bladder, rectum, or soft parts within
the pelvis, and lastly endangering rupture of the uterus.
In such circumstances, the obstetrician would not be jus-
tified in waiting, no more than he would when hemor-
rhage, convulsions, fainting, or sinking of the vital powers
was present. In such cases, immediate delivery is now
almost universally recommended. M. R ]
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6. Nor doth the cessation of the pains al-

ways prove the necessity of using the forceps,

as there may be a total or temporary cessation

of the pains.

7. In the former, the pulse, the countenance,

and the general appearances of the patient in-

dicate extreme debility, and resemble those of
a person worn out with disease or fatigue.

8. But in the latter there are no alarming
symptoms, and the patient often enjoys short

intervals of refreshing sleep.

9. A rule for the time of applying the for-

ceps has been formed from the following cir-

cumstance; that after the cessation of the

pains, the head of the child should have rested

for six hours in such a situation, as to allow
the use of the forceps before it is used.

[Others say the labor should have continued
24 hours. Though these are good general

rules, it appears to me that the forceps may
be required sooner than six hours, and may be
used with great advantage. M. R.]

10. But this and every other rule intended
to prevent the rash and unnecessary use of
the forceps, must be subject to the judgment
of the person who may have the management
of any individual case.

11. Care is also to be taken that we do not,

through an aversion to the use of instru-

ments, too long delay that assistance we have
the power of affording with them. [The wo-
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man may die in a few hours unless delivered.

M. R.]

12. The difficulties which attend the appli-

cation and use of the forceps are far less than

those of deciding upon the proper time when,

and the cases in which, they ought to be ap-

plied.

13. The lower the head of the child has

descended, and the longer the use of the for-

ceps is deferred, the easier will in general

their application be, the success of the opera-

tion more certain, and the hazard of doing

mischief less.

[The forceps ought never to be applied un-

less there be real necessity, of which the pa-

tient and her friends ought to be informed,

so as to give them an opportunity of procur-

ing additional advice if they should think

proper.

It is not used by good practitioners oftener

than once in two hundred cases.

The ergot of rye will supersede it in many
instances. It ought never to be used to anti-

cipate or expedite the efforts of Nature, on the

ground of saving the obstetrician's time.

This would be interfering and deranging the

progress of a natural function, voluntarily

exposing the puerperal state to untoward
complications, and unnecessarily incurring a
chance of injuring the woman. M. R.]

14. The forceps should always be applied
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over the ears of the child ; it must therefore

be improper to apply it when we cannot feel

an ear.

[Circumstances may require delivery before

an ear can be felt. C]
1 5. But when an ear can be felt by a com-

mon examination, the case is always managea-
ble with the forceps, if the circumstances of
the mother require its use.*

16. The ear of the child which can be felt,

will be found towards the ossa pubis, or under
one of the rami of the ischia.

17. The ears are not turned to the sides of
the pelvis till part of the hind head has

emerged under the arch of the ossa pubis,

when the use of the forceps can very seldom
be required.!

* [The forceps can only be applied to the head when
the crown descends, as in natural labor, or when the body
of the infant is born, and the base of the skull presents at
the outlet of the pelvis. It is always to be remembered,
that the use of the forceps is to diminish the bulk of the
head, which it effects without injury to the life of the
infant, as the sutures between the bones are unossified,

and the bones will readily overlap each other.

t As often as possible the blades or sides of the forceps
ought to be placed on the sides of the head over the ears,

in the direction of the occiput and chin. When there is

any embarrassment or doubt, it would be prudent to con-
duct them along the lateral parts of the pelvis. There is

an exception in the right occipito-iliac position, for which
we place the blades on the occiput and forehead, and the
left hand branch of the instrument ought to be placed first,

as it is, which will be undermost. In whatever way the
instrument is applied, its convexity ought to be finally
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18. When you have determined on using

the forceps, and explained the necessity of

using it to the patient and her friends, she is

to he placed in the usual position on her left

side, near to the edge of the hed ; and the

instruments, warmed in water and smeared

with some unctuous application, are to be laid

conveniently by you.*
Note. Women, impelled by their fears and

their sufferings in difficult labors, will very

frequently implore you to deliver them with

instruments long before you will be convinced

of the necessity of using them. In many cases

I have found it expedient and encouraging to

them to fix upon some distant time when they

should be delivered, if the child were not

before born ; six, or eight, or twelve hours, for

instance. [It would in my opinion be most
prudent not to specify any particular time, for

if this period be so long as eight or twelve

brought towards the concavity of the sacrum or towards
the back, and its concavity towards the abdomen of the

mother. If the occipito-frontal diameter be seized, and
that it cannot, on descending, turn of itself, we may leave
it to nature at the inferior strait, so as to apply the forceps,

if necessary, in the other direction. M. R.J
* [The woman is placed on the back in continental

Europe and in America, which position I also prefer. She
may be situated near the foot or side of the bed, with her
lower extremities flexed, separated, and supported on a
chair. The obstetrician sits between them, and does not
expose the patient. There is more difficulty in applying
the instrument when the woman is placed on the side,

and more inconvenience experienced in using it. M. R-]
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hours, the patient will in general become
dejected, or lose confidence in her own powers,
and not unfrequently in the practitioner. M. R.]
[The period for operating is a point requiring

great discrimination—while the membranes are

entire no interference is demanded. Symp-
toms will be found a safer criterion for action

than the mere lapse of time, and yet time
should form an element in the guidance of our
conduct. Perhaps the following rules from
Ramsbotham may assist in determining the

question of delay. " If the pains are subsiding

gradually or have entirely disappeared, if the

strength is failing, the spirits sinking, and the

countenance becoming anxious, if the pulse be

120, 130, 140, the tongue coated with a white
slime, or dry, brown, and raspy, if there have
been two or three rigors, if on pressing the

abdomen there is great tenderness of the
uterus, if there be a green discharge, if there

be preternatural soreness of the vulva with

heat and tumefaction of the vagina, if the head
have been locked for four hours, and made
no progress for over eight hours, if there be
hurried breathing, delirium or coldness of the

extremities, then we are at any rate warranted
in having recourse to the forceps, although the

labor have not lasted the limited period of

twenty-four or even twelve hours. And we
should be acting injudiciously to allow the

case to proceed until the four last named
5
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symptoms appear without relief being offered.

But so long as the uterus is acting with energy,

the strength and spirits good, the countenance

natural and cheerful, the pulse under 100, the

tongue and mouth moist and clean, so long as

there is no vomiting, nor rigors, nor heat,

swelling, or tenderness of parts, no green dis-

charge, no pain on pressing the abdomen, so

long as the head retreats in the absence and

advances in the presence of pain, provided

there be any progress in the labor from hour

to hour, so long there can be no necessity for

instrumental aid, although the case may have

lasted considerably beyond the specified limit,"

Perhaps to the above may judiciously be

added, " that if artificial delivery be indicated,

have recourse to it before the life of the child

has been sacrificed, or the vital force of the

mother so far expended as to render her

recovery extremely doubtful." C] In some
cases of great apprehension I have also shown
them, upon one of my knees, all that I

intended to do with the forceps.

The following rules are given on the pre-

sumption that the head of the child presents

with the face inclined or verging towards the

hollow of the sacrum, and that the common
short forceps is intended to be used ; but if

any other kind of forceps should be preferred,

the rules must be adapted to the instrument.
[The bladder and rectum should be eva-
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cuated by the natural efforts, or by catheterism

and clysters, before the use of any obstetric

instrument.

The forceps ought to be brought as near

the temperature of the body as possible

before its introduction, by being immersed in

warm water or held near a fire, and then

smeared with some oily substance, as poma-
tum, lard, &c. M. R.]

SECTION II.

1. Carry the fore finger of the right hand to

the ear of the child.

2. Then take the blade of the forceps to be

first introduced * by the handle in the left

hand, and conduct it between the head of the

child and the finger already introduced, till the

point reaches the ear.

3. The further introduction must be made
with a motion resembling a slight degree of

semi-rotation, and the point of the blade must
be kept close to the head of the child, by
gently raising the handle as the instrument is

advanced.

4. The blade of the forceps must be carried

up till the lock reaches the external parts, near

the inferior edge of the ossa pubis.

* [When the woman is placed on the back, the left hand
blade ought to be introduced, according to MM. Velpeau,
Hatin, Duges, &c. M. R.]



108 APPLICATION AND USE



OF THE FORCEPS. 109

5. Should any difficulty occur in the intro-

duction of either of the blades, we must with-

draw them a little, or discover the obstacle,

and never strive to overcome it with violence.

6. When the first blade is introduced, it

must be held steadily in its situation, as it will

be a guide in the introduction and application

of the second blade.

7. The second blade of the forceps must be
conducted upon the fore finger of the left

hand, passed between the head of the child

and the perineum, in the same cautious man-
ner as the first, till the lock reaches the peri-

neum, or even presses it a little backward.
8. When the second blade is properly in-

troduced, its situation should be opposite to

the first.

9. In order to lock the forceps, the handles

of which are at a considerable distance from
each other, the blade first introduced must be
brought down and carried so far back that it

will lock with the second blade, held in its

first position.

10. Care should be taken that nothing be
entangled in the lock of the forceps, by car-

rying the finger round it.

11. It is convenient to tie the handles of
the forceps together, when locked, with force

sufficient to keep them from sliding or shifting

their position.

[Obstetricians differ as to the propriety of
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tying the handles. It is better to loosen the

grasp during the interval still retaining the

blades in situ. C]
12. If the blades of the forceps were intro-

duced so as not to be opposite to each other,

they could not be locked.

13. Should the handles of the forceps when
applied come close together, probably the bulk
of the head is not included between them, and
therefore, when we acted with them, they

would slip. [This depends on the curva-

ture of the blades. C]
14. If the handles when locked are at a

great distance from each other, they are not

well applied, and will probably slip.

15. But in these estimations allowance is

to be made for the different dimensions of the

heads of children.

16. The forceps will never slip if judi-

ciously applied, if the case be proper for its

use, and we act circumspectly with it.

Note.—The difficulties in the application of
the forceps arise, from attempting to apply

them too soon; from passing them in a hurry,

or in a wrong direction ; or from entangling

the soft parts of the mother between the in-

strument and the head of the child. Of
course, we are always to be guarded against

these circumstances.
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SECTION III.

1. There is no occasion, and it would be

hurtful to attempt to change the position of

the head, when the forceps is applied, before

we began to extract. [If the design in the

use of forceps is merely to rectify malposi-

tion (as is sometimes the case) this advice

will not apply. C]
2. For if the action with the forceps be

slow, the head of the child will turn in the

same manner, and for the same reasons, as in

a natural labor.

3. Therefore the forceps being fixed upon

the head must also change its position accord-

ing to its descent, and the handles be gradu-

ally turned from the ossa pubis and sacrum,

where they were first placed, to the sides of

the pelvis.

4. The handles of the forceps likewise,

though originally placed far back towards the

sacrum, that is, in the direction of the cavity

of the pelvis, will be gradually turned, as the

child advances, more and more towards the

pubes, that is, in the direction of the vagina

[and towards the abdomen].
5. The first action with the forceps must

be to bring the handles, firmly grasped in one

or both hands, slowly towards the pubes, till

they come to a full rest.

[Traction is always to be made in the axes
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of the pelvis, and when the head approaches

the outlet, the forceps should be moved at

first from side to side, and when the vulva

becomes distended, the handle of the instru-

ment is to be lowered to allow the occiput or

hind-head to escape under the pubes and then

raised towards the abdomen, the perineum

beino- properly supported at the same time.

M. E.J [The motion is to be two thirds la-

teral and one third extractive. C]
6. After waiting till the pains return, or an

imaginary interval if there should be a total

want of pain, the handles are to be carried

back in the same slow and cautious manner

till the lock reaches the perineum, using at

the same time a certain degree of extracting

force.
'

(It is always to be remembered that the pe-

rineum dilates gradually and slowly in natural

labor ; and that the example of nature is to

be exactly imitated. When the head presses

on it, the forceps ought not to reach it, but be

in the centre of the vagina ; and when the occi-

put has cleared the pubes, the handles of the

instrument are to be raised towards the ab-

domen. If traction were made against the

perineum as here recommended, this part may

be lacerated. M. R.]

7. The subsequent actions must be trom

handle to handle, or occasionally by simple

traction ; but the action of that blade which
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was towards the pubes, must be stronger and

more extensive throughout the operation, than

the action with the other blade, which has no

fulcrum to support it.

8. By a repetition of these actions, always

directed according to the position of the han-

dles, with their force increased, diminished, or

continued, according to the exigence of the

case, we shall in a short time perceive the

head of the child descending.

[The traction should always be made slowly

and cautiously, in the axes of the pelvis, so as

to avoid contusing or lacerating the soft parts

appended to it. M. R.]

9. When the head begins to descend, the

force of the action with the forceps must be

abated, and as that advances, the direction of

the handles must change by degrees more and

more to each side, and towards the pubes.

10. The lower the head of the child de-

scends, the more gently we must proceed, in

order to prevent any injury or laceration of

the perineum or external parts, which are like-

wise to be supported in the same manner as

in a natural labor.

11. In some cases, the mere excitement oc-

casioned by the application of the forceps, or

the very expectation of their being applied,

will bring on a return or an increase of the

pains sufficient to expel the child without their

assistance.
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12. In other cases we are obliged to exert
very considerable force, and to continue it for

a long time ; so that one operation may be
safely and easily finished in twenty minutes,

or even a less time, and another may require

more than an hour for its completion, and the

repeated exertions of very considerable force.

13. In some cases it happens also, that the

obstacle to the delivery exists at one parti-

cular part of the pelvis, and when that is sur-

mounted, the remainder of the operation is

easy ; but in other cases there is some diffi-

culty through the whole course of the pelvis.

14. Before the exertion of much force, we
are always to be convinced that a small or a
moderate degree of force is not equal to our
purpose.

15. In every case in which the forceps has
been applied, it is not to be moved before the

head is extracted, even though we might have
little or no occasion for them.

16. When the head of the child is born, the

forceps is to be removed, and the remaining

circumstances are to be managed as if the la-

bor had been natural.

Note. The general arguments against the

use of instruments have been drawn from
their abuse : it appears, however, that neces-

sity will, in some instances, justify the use of

the forceps : that when such necessity exists,

their use is not only justifiable, but often
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highly advantageous; that delay to apply

them, and slowness in their application and
use, will secure, as far as is possible, both the

mother and child from untoward accidents;

but that mischief cannot be prevented if they

are applied too soon, or the operation with

them be performed in a hurry.

[It is perhaps impossible in the present state

of science to determine the exact proportion

of cases that require the forceps. Clarke, of

Dublin, states there was but one case requir-

ing the forceps in 728 ; Smellie, one in 125

;

others, one in 158, 188, and 333; Merriman,

one in ninety-three ;
Burns, one in fifty-three ;

Hagen, ninety-three in 350 ;
Naegele, one in

fifty-three ; at the Hotel Dieu in 1829, one in

280; at V Hopital St. Louis in 1828, one in

240 ; at Liege, in 1808, two in 216 ; at Stras-

burgh, in 1825, two in eighty-five ; at Froeyes,

two in 1262.]

Richter employed it in fifteen cases in

2571 at Moscow, and thirty-four in 624 in his

private practice ;
Carus, in nineteen in 220, in

1827; Siebold, in fifteen in 137; Kluge, in

fifteen in 268 ;
Kilian, in 120 in 12,000 ;

Riecke, in 2740 in 220,000 ; Hart, in one in

398; Cusack, in three in 313; Ciniselli, in

one in 94; and Merrem, in fourteen in 157.

The judgment of the obstetrician must de-

termine the necessity of using the forceps or

performing any obstetric operation. If. R.]
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It would be a very desirable thing that

every student should have an opportunity of

seeing the operation with the forceps per-

formed before he goes into practice ; but that

is not always possible. Yet if he has been

properly instructed in the principles of the

application and use of the forceps, reflects

seriously before he determines on performing

the operation, and proceeds slowly but not

timidly in it, he can hardly fail to succeed.

Hurry, in any operation, is a very common
sign both of want of information and of fear;

and attention is to be paid to the order of the

rule in Celsus, 1. tuto, 2. cito, 3. jucunde.

[When the practitioner is properly instruct-

ed and observes the application of the forceps

on the obstetric machine and human foetus

covered with leather, he can scarcely mistake

in using it on the living subject. M. R.]

[Cases in which forceps have been recom-

mended.— 1st. Where the head cannot enter

the superior strait from malposition—if the os

be dilatable the long forceps have been used.

2c?. Head at the brim fitting closely, but not
impacted. 3d. Head at the brim, and too
large for the antero-posterior diameter—the
forceps used as a compressor. 4th. Head in

the cavity and deficient space. 5lh. Face
cases sometimes. 6th. Forehead towards the
pubes. 1th. Where pains have ceased—the
space sufficient—the parts dilatable (this is
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the most favorable). 8th. Hand or arm with
the head. 9th. Convulsions—Hemorrhage.
Rupture of Uterus, when the head is within

reach. Syncope—Great debility—Disease of
the respiratory organs—Danger of suffocation.

1 Qth. Breech cases, where malposition of head.

11th. After vaginal Hysterotomy. 12th. Pro-

lapsus of cord. C]
[Dangers to the mother.

—

1st. Vagina may
be lacerated—the cervix uteri may be included.

2d. Soft parts may be bruised. 3d. Perineum
may be lacerated. To the child.—Is;. Ear or

scalp bruised or cut off. 2d. Head may be
too much compressed. C]

POSITIONS OF THE HEAD AT THE OUTLET OF

THE PELVIS, WHICH REQUIRE THE FORCEPS
OR LEVER.

1. When the occiput is turned to the pubes
(occipito-anterior). 2. When the occiput ia

turned to the sacrum (occipito-posterior). 3.

When the occiput faces the ischium (occipito-

ischiatic, right or left) ; and 4, fronto-ischiatic,

right or left. The positions are, when the

occiput or forehead is turned to the pubes or

sacrum, or when either is turned diagonally

at the outlet to the ischium.

1. Occipito-anterior—back of the head to

the pubes.—-Forceps applied as advised in the

text.
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2. Occipito-posterior—face to the pubes.—

.

Forceps applied as in the last, occiput extract-

ed first according to some authors, chin ac-

cording to others.

3. Occipito-ischialic—convexity of forceps

towards the face, this last turned into the

cavity of the sacrum, as in the first, or occipi-

to-anterior presentation.

4. Fronto-ischiatic—convexity of forceps

towards the occiput ; this last turned into the

cavity of the sacrum, and the head extracted,

as in second or occipito-posterior position.

POSITIONS OF THE VEKTEX AT THE BRIM OR
SUPERIOR STRAIT OF THE PELVIS.

These are direct and diagonal, as at the in-

ferior strait. In this country, the long forceps

or lever is recommended ; on the Continent

version is preferred, unless the pelvis is con-

tracted by malformation or accidental de-

formity.

The forceps is applied in the same relations

to the head and pelvis, as at the inferior strait,

and the handles rest on the inferior commis-
sure of the genital fissure, or in the axis of
the brim. When the head is adapted to the
pelvis, and brought into the cavity, or on the
outlet, the handles of the instrument are in

the centre of the vagina, or axis, of the outlet.
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IMPACTION OF THE HEAD AT THE SUPERIOR

STRAIT OR BRIM OF THE PELVIS.

The forehead, or occiput, is to the pubes or

sacrum ; the long diameter of the head is to

the short of the pelvis.

The positions may be changed with the

hand, long forceps, or lever. When the for-

ceps is employed, it should correspond to the

pelvis, as in the positions of the vertex at the

brim.

When the head cannot be adapted to the

pelvis, craniotomy is performed in this coun-

try. When the forehead or occiput corres-

ponds to the right or left side of the brim of

the pelvis, the same rules apply as in presen-

tations of the vertex at the brim, or superior

strait of the pelvis. The object is, to adapt

the long diameter of the head to the long of

the pelvis.

In these cases, the occiput or forehead cor-

responds to the right or left ilium, that is, in

the line from hip to hip. These cases are of

very rare occurrence ; and the promontory
of the sacrum, or sacro-vertebral angle, the

coccyx and perineum, will not permit us to

apply the forceps over each ear, as generally

advised ; nor could we use the instrument in

the axis of the superior strait. In these cases,

it has been strongly recommended to apply

the forceps over the forehead and back of the
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head, and so soon as the head is brought into

the cavity of the pelvis, to remove the instru-

ment. This will require the greatest circum-

spection and caution.

Professor Capuron, and others, prefer re-

turning or raising the head, and then apply-

ing the branches over each ear. Experience

has convinced me, that the head cannot al-

ways be returned or raised ; that the former

mode of applying the forceps must be adopted

in some cases ; but that M. Capuron's method
is practicable and preferable, whenever it can

be adopted.

The adaptation of the forceps, the head of

the infant to the pelvis, must be regulated, in

all cases, in the manner recommended in de-

scribing presentations at the outlet and hrim

of the pelvis.

POSITIONS OF THE FACE AT THE INFERIOR AND

SUPERIOR STRAITS OR APERTURES OF THE

PELVIS.

The face may present, like the head, in six

different positions ; two direct, and four dia-

gonal.

The indications of. treatment are, l,to adapt

the head to the pelvis, or to bring down the

feet, as in the operation of version. If the

former fail, it is the practice, in this country,

to perforate or open the head ; and in Conti-
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nental Europe, to bring down the feet. In

my opinion, the latter operation is preferable,

and ought always to be attempted before the

destructive one of perforation is performed.

Presentations of the face may be rectified

by the lever. When the head is rectified, the

labor may be left to nature.

POSITIONS OF THE FACE AT THE INFERIOR

STRAIT.

The face presents, in six positions, at the

inferior strait or outlet of the pelvis. The
forehead is turned to the pubes, or sacrum,

the occiput to the reverse. The manoeuvres

are the same as when the head presents at the

outlet, except that one blade of the forceps is

applied over the forehead, and the other over

the occiput. The occiput is lowered, and the

forehead placed in the cavity of the sacrum.

The handles are now loosened, and the blades

applied over the ears, or the blades are with-

drawn and applied as in the first direct posi-

tion of the vertex, the occipitoanterior.

When the forehead faces the sacrum, the

forceps is applied, with its convexity towards
the sacrum, the face is raised under the pubes
by elevating the handles of the instrument,

and the rest of the operation is performed as

in the second direct position of the head at

the outlet, the occipito-posterior.
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Diagonal positions of the face at the outlet.—
The forehead corresponds to either cotyloid

cavity or acetabulum, the occiput to the oppo-

site sacro-iliac symphysis. The forceps is

applied over the ears, or occipito-frontal dia-

meter. The face is to be turned into the con-

cavity of the sacrum, or to the pubes, if over

the forehead and occiput, and the blades of

the forceps, they being first withdrawn, are

applied over the ears.

In the third diagonal presentation, the occi-

put is turned to either sacro-iliac symphysis,

and the forehead to the opposite acetabulum.

The forceps is to be applied as in the first.

The face is to be turned into the second direct

position.

The fourth diagonal position is managed
the reverse of the third.

THE POSITIONS OF THE FACE AT THE SUPERIOR
STRAIT.

The positions are the same as at the infe-

rior strait, except that the parts are less en-

gaged. In these cases, the head is to be
adapted to the pelvis.
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APPLICATION OF THE FORCEPS ON THE HEAD,
THE TRUNK BEING EXPELLED FROM THE
UTERUS.

When the face is in the cavity of the sa-

crum, the forceps is to be applied over the

ears, the body of the infant is to be raised

towards the abdomen of the mother, and
traction made by raising the chin towards the

pubes, so that the back of the infant is applied

to the abdomen of the mother. When the

face is to the pubes, the traction is to be made
as in the occipito-posterior position at the

outlet.

When the diagonal positions are to be
treated, the face is to be turned into the cavity

of the sacrum, or to the pubes, and the opera-

tion terminated as in the occipito-posterior, or

occipito-anterior position at the outlet.

POSITIONS OF THE HEAD AT THE SUPERIOR
STRAIT OR BRIM OF THE PELVIS, THE BODY
BEING EXPELLED.

The positions are the same as at the outlet

—two direct, and four diagonal, i. The occi-

put is turned to the pubes, the forehead to the

sacrum.—2. The reverse.—3. The forehead is

turned to either of the two sacro-iliac sym-
physes, the occiput to the opposite acetabu-

lum, or cotyloid cavity.
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1. The occipitoanterior position.—The head

is to be turned with the hand, long forceps, or

lever, to either sacro-iliac symphysis, that is,

into the long diameter of the brim or superior

strait of the pelvis. The occiput will be to

the opposite acetabulum. The head rapidly

descends into the cavity of the pelvis. The
obstetrician now places his index and middle

finger of the right hand on each side of the

neck, close to the base of the skull, the fore

finger of the left being placed in the mouth,

with which the chin is depressed towards the

chest, the body of the infant resting on the

left arm. The obstetrician, during the next

parturient pain, raises the body of the infant

towards the abdomen of the mother, and the

chin towards the pubes ; when the forehead,

vertex, and rest of the head readily escape

through the genital aperture, the back of the

infant being brought in contact with the abdo-

men of the mother. This traction is cau-

tiously made in the course of the curved line,

formed by the axes of the brim, cavity, and
outlet of the pelvis, on which the head passes

in natural labor, and on which traction with

the forceps, lever, or craniotomy forceps is

also made.
Occipito-posterior position.—When the face

is turned towards the pubes, the body of the

infant is also supported on the left arm, the

fore finger of the right hand is passed against
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the lower jaw, to close the mouth, the occiput

is raised towards the pubes, and the abdomen
of the infant is brought in contact with that

of the mother.

Some practitioners advise the face to be
turned into the cavity of the sacrum, if possi-

ble, and the labor terminated as in the former

position (occipito-anterior), the body of the

infant being managed as in the last position.

If the face can be turned into the cavity of the

sacrum, in the absence of labor pain, the ope-

ration will be much more readily performed
than as above recommended.
The diagonal presentations, which are four

in number, like those of the vertex, are to be
made occipito-anterior or occipito-posterior,

either with the hand, forceps, or lever, adapt-

ing the long diameter of the head to that of
the pelvis. M. R.]

SECTION IV.

ON THE APPLICATION AND USE OF THE VECTIS

OR LEVER.

1. We shall have a just idea of the vectis,

by considering it as one blade of the forceps,

a little lengthened and enlarged, with the
handle placed in a direct line with the blade,

that is, without any lateral curvature.
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2. The general condition and circumstances

of labors before stated, as requiring and al-

lowing the use of the forceps, will hold

equally good when the vectis is intended to

be used.

3. In the application of the vectis two fin-

gers, or the fore finger of the right hand is to

be passed to the ear of the child.

4. Then taking the vectis by the handle, or

with the blade shortened, in the left hand,

conduct it slowly till the point of the vectis

reaches the ear, however that may be situated.

5. The instrument is then to be advanced,

as was adv ised with the forceps, till according

to your judgment the extremity of the blade

reaches as far, or a little beyond, the chin of

the child.

6. Then grasping the handle of the instru-

ment firmly in the right hand, wait for the

accession of a pain.

7. During the continuance of the pain raise

the handle of the instrument gently but firmly

towards the pubes, drawing at the same time

with some degree of extracting force.

8. When the pain ceases let the instru-

ment rest, and on its return repeat the same
kind of action, alternately resting and acting

in imitation of the manner of the pains.

9. By a repetition of this kind and manner
of action the head of the child is usually ad-

vanced, and the face turning gradually towards
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the hollow of the sacrum, the position of the

handle of the vectis will be altered, and the

direction of the action with it of course

should be changed.
10. When the head is perceived to descend,

we must proceed more slowly and carefully,

according to the degree of descent, in order

to prevent any injury to the external parts,

which is to be prevented, as was directed when
the forceps are used.

11. But if by the continuance of the mode-
rate force before recommended, the head

should not descend, it must be gradually and

cautiously increased till it becomes sufficient

to bring down the head.

12. In the action with the vectis the back

part of the instrument must rest upon the

symphysis of the ossa pubis, or upon the

ramus of the ischium, according to its posi-

tion, as upon a fulcrum, for its support.

13. By passing the flat part of the hand to

the back of the blade of the instrument when
in action, we shall be occasionally able to

lessen or take off this pressure, which must
otherwise be made upon the parts of the

mother.*

14. Some have recommended the vectis to

be used when the head of the child was

* [Pressure upon the parts of the mother ought to be
avoided as much as possible in all cases, and the hand of
the practitioner may in general form the fulcrum. M. R.)
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higher up in the pelvis than is before stated,

as justifying the use either of this instrument
or the forceps.

15. They have also recommended the vectis

when the head of the child was firmly locked
in the pelvis, and have asserted that by its use
there is often obtained a very good chance of
preserving the life of a child, which must
otherwise be inevitably lost.

16. Others have by frequent use acquired
such dexterity, as to be able to extract the

head of a child, in the situation first stated,

with a single sweep of the instrument.

17. Some have also advised the introduc-

tion of the vectis between the sacrum, or

sacro-sciatic ligaments, and the head of a
child, from a belief that it could be equally or

more advantageously used in this position

than in that first stated.*

18. But having ever considered the use of
all instruments as a thing to be lamented, and
when I did use them, esteemed the safety of
using them as my principal object, I cannot
deviate from these principles, or enter upon a
discussion of points of practice, of which, as

far as I am competent to judge, I cannot ap-

prove.

* [When the face is in the cavity of the sacrum, and
the head does not advance, the introduction of the lever
over the forehead, face, or chin, enables the operator to
make traction towards the pubes, and to expedite delivery.
M. R.]
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Note. Before, and immediately after the

publication of my second Essay on Difficult

Labors, several gentlemen, with whom I con-

verse, and to whom I ought to pay great re-

spect, reprehended in very decided terms what

I have advanced with regard to the forceps

and vectis. Some maintained that the forceps

is an instrument far superior to the vectis, of

which I was accused of speaking too favor-

ably. Others, of equal respectability, accused

me of speaking with timidity, or restraint, of

those advantages which, they asserted, the

vectis had over the forceps. This very strong

evidence could only be invalidated by its con-

tradiction, but the very respect which I bear

to the witnesses, compelled me to pass over

their evidence, and to rely upon my own ex-

perience and judgment.
I did not speak of the mechanism of the

instruments, or of the operation performed

when we had applied, and acted with them, as

these have hitherto been very imperfectly and

often erroneously explained. The subject

came under consideration in the ordinary

course of the work, and having frequently

used both the instruments, I stated the matter

equitably, according to the best of my abili-

ties, and in such a way, that I thought stu-

dents, who were principally concerned in the

discussion, being left with the choice of either

instrument, according to the doctrines of the
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particular professors whom they might attend,

could not be misled. It is not to be expected
that men versed in practice should change
their opinions or alter their practice, or, in

short, pay much regard to disputes about in-

struments, if any were disposed to raise them.

It then was, and yet remains my opinion,

founded, as I before observed, on my experi-

ence with both instruments, that the superior

excellence which has been attributed to each

of these instruments, ought chiefly to be as-

cribed to the dexterity which may be, acquired

by the habit of using either of them. It is

also my opinion that we may, in general,

either with the forceps or vectis, effectually

and conveniently give that assistance which is

required in cases of difficult parturition, allow-

ing and justifying their use. In particular

cases it may perhaps be proved that one in-

strument is more commodious than another.

But if the vectis be depreciated by those

who have never used it, and are not expert in

its use, because they prefer the forceps ; or if

the known properties of the forceps be not
allowed by those who do not use them, be-

cause they prefer the vectis ; the proper infer-

ence would not be, that either of the instru-

ments ought to be condemned, but that we
are in possession of two instruments well

adapted to answer the same purpose, if they

are prudently used
; or, that neither of them

ought to be used.
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In those cases, in which the face is turned

towards the pubes, or in which the face of

the child is the presenting part, it is generally

more convenient to deliver with the vectis, or

with one blade of the forceps, than with both

blades.*

[The lever is used to depress the occiput

when it is turned towards the back of the in-

fant in face presentations. It may be applied

at the inferior or superior straits or apertures

of the pelvis. It is usually placed on the

occiput, temple, forehead, mastoid process, or

chin. Traction ought to be made with it in

the axes of the pelvis. It is generally con-

sidered to be a dangerous instrument to the

mother and infant, and is seldom employed at

present. The forceps is generally preferred

in this and other countries.

The blunt hook.—This instrument is occa-

sionally, though very rarely, applied under the

arm of the infant in natural presentations, and

over the hips when the breech descends, or

when the pelvis of the infant is passing

through that of the mother.
Fillets.—Bands of different sorts were ap-

plied over each thigh, and on the foot and

wrist, in former times, to assist in bringing

* [The forceps is generally preferred by all modern
practitioners, though all consider the lever a valuable in-

strument. Ford, Douglas, Sims, Croft, Denman, and
others, preferred the lever. M. R.J ,
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down the infant. They are scarcely ever used
at present. Some modern practitioners ad-

vise a silk handkerchief to be passed over and
round each thigh in breech cases, to expedite

labor. This proceeding will be unnecessary
if the obstetrician turns one hip of the infant

to the pubes of the mother at the outlet.

Symphyseotomy. Sigaultian operation.—
When the pelvis is deformed, some foreign

obstetricians cut through the symphysis pubis

with a scalpel or saw, to enlarge the cavity of
the pelvis. The sacro-iliac joints are distend-

ed, or sometimes lacerated, by the expansion

of the pelvis, after symphyseotomy : the wo-
man may die of inflammation, or be lame for

life, after this operation. It is not performed
in this country : craniotomy is preferred.

Cesarean section. Gastro-hysterotorny.—
This operation consists in making an incision

along the linea alba through the abdomen and
uterus, to extract an infant. Hence it is

termed gastro-hysterotomy. There is a modi-
fication of the operation, which consists in

making an incision through the vagina and
uterus, and this is denominated vaginal hyste-

rotomy.

Gastro-hysterotomy is never performed in

the British dominions unless when the pelvis

is so contracted that it is impossible to extract

an infant through it by craniotomy.

6
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It is performed on the continent of Europe

and in America, to save the life of the infant,

and in cases in which craniotomy would be

performed in this country. In extreme cases

of pelvic deformity, craniotomy is considered

to be as dangerous to the woman as gastro-

hysterotomy.
[Cesarean Section. Objects.—1st. To

afford a chance of escape to the mother, and

of life to the child, when the foetus cannot pass

per vias naturales ; 2d. To extract the child

after the sudden death of the mother; 3d.

To relieve the mother of a foreign body, in

certain cases, ex gr. extra-uterine pregnancy.

Required when the antero-posterior diame-

ter of the brim or the bis-ischiatic of the outlet

is less than one and a half inches (some say

2i). Mortality.—Mothers saved 1 in 2|,

Children 1 in 3-J-. Advantage.—Affords a

hope of safety when delivery is impracticable

by other means, and where mother and child

would otherwise inevitably die. Disadvan-

tage.—The risk of hemorrhage or of perito-

nitis. C]
Vaginal hysterotomy is required in those

cases in which the uterine orifice is scirrhous,

in obliquities of the uterus, and in extra-

uterine gestation. It is very rarely necessary,

and seldom performed.

[Vaginal Hysterotomy.—Occasionally the

os uteri becomes obliterated entirely after
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impregnation, so that at the time of labor no
avenue of escape for the foetus exists. In

such cases the only available resource will be
the formation of an aperture by the knife.

The incisions are to be so made as to avoid

injuring the bladder in front and the rectum
posteriorly. An interesting case of this na-

ture will be found in Prof. Bedford's edition

of Chailly's Midwifery, p. 303. A second
case of the kind has also occurred to Dr. B.

since the publication of his last edition, in

which, after the performance of the operation,

the application of forceps became necessary.

Safety to both mother and child rewarded the

operator. C]
Gastrotomy is advisable in extra-uterine

pregnancy, and in rupture of the uterus, when
the foetus escapes into the abdomen and can-

not be extracted through the natural passages.

It is scarcely ever performed, and I shall

therefore refer to systematic treatises for a

full account of it.

[Premature Labor. Object.—As the foetus

is viable at the end of the 7th month, this

operation may be used to save the child's life,

when a 9 months' foetus would require the

use of the perforator. Danger.—Females
undergo no special immediate danger. To
the child: 1st. Compression of cord; 2d.

Preternatural positions are more common in

premature labors ; 3d. Deception as to the
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period of pregnancy. Utility.—More than half

the children saved. Available.— 1st. Where
pelvis is too much distorted to permit a full-

grown, hut will allow a viable foetus to pass

;

2d. A narrowing of the bis-ischiatic diameter

;

3d. Exostoses ; Fibrous tumors in pelvis ; 4th.

Fibrous tumors of uterus where there is dan-

ger of their becoming inflamed ; 5th. Where
rupture of the uterus has occurred in a pre-

vious labor from an obstacle purely mechani-

cal ; 6th. In some cases where children seem

to die at a special age without assignable

cause ; 7th. Excessive vomiting endangering

life—excessive cough—effusion into serous

cavities. Strangulated hernia ; 8th. Wherein
excessive hemorrhage the child is dead, and

the mother's life in danger before term.

(Abortion (in the strict sense of the word)

may possiblybe proper in excessively deformed

pelves.) Modes of Operation, 5.— 1st. Abdo-

minal frictions rarely succeed ; 2d. Separating

membranes around Os ; 3d. Rupture of mem-
branes by a catheter or trocar, the most cer-

tain, but also dangerous ; 4th. Dilatation of

Os by a sponge tent and plugging the vagina

;

5th. Use of Ergot.—Labor comes on in from

24 to 96 hours. A wet-nurse should be pro-

vided for the child. On no account should this

operation be performed without a consultation as

full as can be procured. C]
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CLASS in. PRETERNATURAL LABORS.—CHA-
RACTER. Labors in which any part of the

child presents, except the head.

two orders, order i.

—

Presentations of the

breech, or inferior extremities.

order n. Presentations of the shoulder, or

superior extremities.

section L

1. The presentation of children at the time

of birth may be of three kinds, i. With the

head. ii. With the breech, or inferior ex-

tremities, iii. With the shoulder, or superior

extremities.

2. Presentations of the first kind are called

natural, those of the second and third kind
preternatural.

3. Preternatural presentations have been
subdivided into a much greater variety, but
without any practical advantage.

4. The presumptive signs of the preter-

natural presentation of children are very un-

certain, nor can it ever be determined what
the presentation is, till we are able to feel the

presenting part.

5. When any part of a child can be felt,

we may form our judgment of the present-

ing part by the following marks.

6. The head may be distinguished, by its
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roundness, its firmness, its bulk, and fonta-

nelles.

7. The breech may be known by its bulk,

by the cleft between the buttocks, by the

parts of generation, by the discharge of me-

conium, and the absence of sutures.

8. The foot may be distinguished, by its

length, by the heel, by the shortness of the

toes, and the want of a thumb; and the

hand, by its flatness, by the thumb, and the

length of the fingers.

section n.

On the first order ofpreternaturalpresentations.

1. In this kind of presentation, the breech,

one hip, the knees, and one or both legs, are

to be included.

2. In these presentations, it was formerly

supposed necessary, as soon as they were

discovered, to introduce the hand to bring

down the feet, and to extract the infant with

expedition.

3. But, according to the present practice,

such labors are not to be interrupted, but al-

lowed to proceed as if the presentation were
natural; unless the necessity of giving as-

sistance should arise from some circumstance
independent of the presentation.

4. By acting on this principle, when the

breech of the child is expelled by the pains,

the parts are sufficiently distended to allow
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the body and head to follow without any

danger from delay.

[Especial care "is to be taken to prevent an

early rupture of the membranes in order that

the parts may be as fully dilated as possible,

and the latter stages of labor facilitated.

Keep the patient in bed—avoid frequent ex-
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animation—advise abstinence from voluntary

efforts at bearing down. C]
5. But if the feet of the infant were to be

brought down in the beginning of labor, the

difficulty with which it would be expelled or

could be extracted, increasing as it advanced,

the infant would probably die before the wo-

man was delivered, and she would be in dan-

ger of suffering mischief.

6. In cases of this kind there is also equal

reason, when the breech is on the point of

being excluded, for our guarding the peri-

neum from the hazard of laceration as in pre-

sentations of the head.

7. In first labors, the infant, unless it be

small, will not unfrequentlyT be born dead

when the breech, or inferior extremities, pre-

sent ; but in subsequent labors they will usu-

ally be born living, if there be no other im-

pediment than that which is occasioned by

the presentation.

8. The injuries which the presenting part

of the infant, especially the penis and scro-

tum, may sustain will often be alarming, and

appear dangerous, but by soothing and gentle

treatment they are soon recovered.

9. Should there be reason to think the in-

fant dead, or the powers of the mother insuf-

ficient to expel it, we must then give such

assistance as may be required.

10. This assistance must be given with the
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hand, or with a blunt hook or crotchet,

hitched in the groin of the child ; or, which I

prefer, by passing a ligature round the bent

part of the infant at the groin, with which we
can hardly fail to extract it.

[Except in cases of extreme danger the

application of the fillet is unnecessary—the

blunt hook is dangerous, for by it the thigh

bone is readily fractured. C]
1 1 . But every assistance of this kind must

be given with discretion, and we must first be
convinced of the necessity before we in-

terfere.*

12. Should an infant presenting with the

breech advance, though slowly, it is better to

be satisfied with this slow progress ; or, we
might break, without much force, the neck of
the thigh-bone, or separate the bones of the

pelvis of the infant
;
by either of which ac-

cidents future lameness would be occasioned.

[ Version, Turning.—The term version, or

turning, is applied to the operation of passing

the hand into the uterus, seizing one or both
of the infant's feet, and extracting them out

* [Great care and caution are necessary in using the
blunt hook over the groin, and the instrument oueht to be
covered with a silk or muslin handkerchief. When this
precaution is neglected, the groin may be very much con-
tused or lacerated, and even the hip-joint seriously in-

jured. The forceps has also been applied over the infant's

hips, but must never contuse the loins or abdominal vis-

cera. It is seldom used, but may be with safety. M. K.]
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through the vulva. There are two species of

version, one in which the feet, and the other

in which the head, is made to descend first.

In all cases in which any part of the infant,

from the base of the skull to the breech, pre-

sents, that is, when the infant is transverse to

the pelvis, or presenting across the passage of

the mother, the operation of version is re-

quired. The operation consists in passing

the hand into the uterus, grasping one or both

feet, bringing them through the pelvis, and

adapting the trunk, arms, and head, of the

infant, as in pedal or breech presentations.

Version ought not to be attempted until the

orifice of the womb is so dilated or dilatable

as to admit the passage of the hand. It

would be better to have the membranes un-

broken, as in that case, when they are rup-

tured, the wrist of the operator being in the

vagina, the waters cannot escape, and there

will be no difficulty in general in seizing one

or both feet of the infant. The operation is

easily performed before the rupture of the

membranes and discharge of the liquor

amnii.

In all cases when the membranes have rup-
tured and the waters discharged, the opera-
tion ought to be performed as soon as pos-
sible after the labor-pains have been suspend-
ed by a large opiate, bleeding, &c, as here-
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after advised. The most favorable time for

version is while the membranes are entire and
the mouth of the womb sufficiently dilated or

dilatable.

Either hand may be used, but the palm
should be towards the body of the infant.

The object is to bring the feet with one hand,

press up the body of the infant with the other,

and adapt the largest parts of the infant

to those of the pelvis of the mother.

Version is also performed when the head
is in the right or left occipito-iliac positions,

in presentations of the face and other parts of

the head, by foreign obstetricians. They
consider version much safer for the infant

than the application of the forceps or lever.

Version should never be attempted until

the bladder and rectum are evacuated and the

labor-pains suspended or absent.

It may occupy an hour or two to pass the

hand into the uterus, more especially if it be
commenced when labor-pains return on the

attempt at introduction. Of this more fully

hereafter.

Cephalic version is required when the occi-

put is turned to the left side (left occipito-

iliac position) or the reverse. The object is

to raise the head into the iliac fossa
;
press

on the abdomen wjth the other hand, incline

the uterus to the side, and bring down the

feet. The head has been brought into the
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natural position by pressure on the abdomen,

by Wigand and Velpeau. It is, however, so

difficult to effect this, or even adapt the head

to the pelvis, that version must be resorted to,

and the hand must be passed along the neck,

back, or sides, and thighs, to the feet.

Face presentations require the chin to be

bent towards the chest, and the head adapted

to the pelvis, which can seldom be accom-

plished, or the operation of version. But

when the face presents at the outlet, delivery

may happen spontaneously, or be accelerated

by the use of the forceps, lever, or perforator.

When the head presents anormally at the

brim of the pelvis, as the occiput to the sa-

crum or pubes ; when the ear, the face, throat,

neck, chest, back, abdomen, umbilical cord,

genitals, front of the thighs, shoulder, arm,

hand, heel, or hip presents, the operation of

podalic version, or turning by the feet, is re-

quired.

In malpositions of the head and face, the

practice in this country is to attempt to adapt

the head to the pelvis with the hand, long

forceps, lever, and if these fail, to perforate

the head. It is manifest that version is pre-

ferable. M. R.]
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VERSION.—TURNING

.

SECTION in.

Of the second order of preternatural presenta-

tions.

1. In this kind of presentation are included

the shoulders, the elbows, and one or both

arms.

2. In all these presentations we shall be

under the necessity of turning the infant, but

as they may be attended with circumstances

widely different, it is necessary to make the

following distinctions.

3.—i. When the os uteri is fully dilated,

the membranes unbroken, or the waters lately

discharged, a superior extremity being per-

ceived to present, before the uterus is con-

tracted.

4.—ii. When the membranes break in the

beginning of labor, the os uteri being little

dilated.

5.—iii. When the os uteri has been fully

dilated, the membranes broken, and the waters

long discharged, the uterus being at the same
time strongly contracted, and the body of the

infant jammed at the superior aperture of the

pelvis.

6.—iv. When, together with any of these

circumstances, there is a great disproportion
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between the size of the head of the infant,

and the dimensions of the cavity of the pelvis.

[The operation of version or turning can-

not be performed with safety, while labor-

pains or uterine action continues, and to allay

this, bleeding in full subjects, and when this

fails, a large dose of the sedative solution of

opium or morphia, ought to be given, so as

to tranquillize the action of the uterus.

If these means fail, we may nauseate with

tartarized antimony; and if uterine action re-

turned after the use of this remedy on the

introduction of the hand, and that the infant

was dead, the tobacco enema might, I imagine,

be resorted to. M. R.]

SECTION IV.

On the cases which come under the first

distinction.

1. Whenever there is a necessity of turning

an infant, the patient is to be placed upon her

left side, near the edge of the bed ; or some-

times, when we expect or find much difficulty,

in a prone position, resting upon her elbows
and knees.

2. All the advantage to be gained from



VERSION OR TURNING. 151

any particular position of the patient is, to

allow us the free and dexterous use of our
hands ; the situation of the infant not being
altered by the position of the patient.*

3. The os externum is then to be dilated

with the fingers reduced into a conical form,

acting with a semi-rotatory motion of the

hand.

[Before commencing this operation, let the

accoucheur remove his coat—an apparently

unimportant rule, but one which will contri-

bute essentially to its correct performance.

C]
[The fingers and hand must be previously

lubricated with pomatum, lard, olive oil, &c,
as in natural parturition, and very slowly and
gradually introduced in the form of a cone,

so as not to excite pain or uterine action.

In some cases an hour may elapse before

the hand can be introduced into the vagina,

more especially primiparous women or those

confined for the first time. It would be rash

and dangerous to persevere in attempting to

pass the hand when the womb is contracting

strongly or violently. M. R.]

4. The artificial dilatation of all parts must
be made slowly, in imitation of the manner
of natural dilatation.

* [The best position is on the back, as in natural par-

turition, as already stated. M. R-]
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5. The os externum should be amply dis-

tended before the hand is carried further, or

its contraction round the wrist will be an

impediment in the subsequent part of the

operation.

6. When the hand is passed through the

os externum (genital aperture), it must he
slowly conducted to the os uteri, which being
wholly or sufficiently dilated, we must break

the membranes by perforating them with a

finger, or by grasping them firmly in the

hand, or twisting them.
[It is better to pass the hand some distance

between the membranes and uterus, and rup-

ture the membranes as high as possible. C]
7. The hand must then be passed along

the sides, thighs, and legs of the child, till we
come to the teet.

[Let the hand seek the anterior surface of
the child and pass to the umbilicus, near
which the feet will usually be found. C]

8. If both the feet lie together we must grasp
them firmly in our hand ; but if they are dis-

tant from each other, and we cannot con-
veniently lay hold of both feet, we may
deliver by one foot without much additional

difficulty.*

* [Mr. Radford, Lecturer on Obstetrics nt the Manches-
ter Medical School, contends that it is most prudent to
bring down but one lower extremity, as in such cases
there is less volume in the pelvis of the foetus, than when
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[In choosing the hand with which to ope-
rate, it is preferable to use the hand that cor-

responds to that in the vagina, i. e. right to

right, &c, and if a selection of feet in the

uterus is allowed, choose the opposite of the

hand in the vagina, i. e. right hand and left

foot, &c. C]
9. Before we begin to extract we must be

assured that we do not mistake a hand for

a foot.

10. The feet must be brought down, with

a slow waving motion, into the pelvis ; when
we are to rest and wait till the uterus begins
to contract, still retaining them in our hand.

11. When the action of the uterus comes
on, the feet are to be brought lower at each

return of pain, till they are extracted through
the external orifice, and the labor may then

be finished, partly by the efforts of the mother,

and partly by art.

12. If the toes are turned towards the

pubes, the back of the child is towards the

back of the mother, which is an unfavorable

position.

[It would be extremely difficult, and often

impossible, to extract the arms in this posi-

both extremities are extracted at the same time. I agree
with him in opinion, but would caution the young prac-

titioner to be careful, as he will be much more likely to

injure the hip joint of the infant when he extracts one
instead of both extremities. M. R.j
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tion, and is to be avoided as often as possi-

ble. M. R.]

13. But if the toes are towards the sacrum,

the back of the infant is towards the abdo-

men of the mother, which is proper ; and all

other positions of the infant must be gradu-

ally turned to this as the body is extracting.*

14. Yet this position of the infant is only

advantageous when the head comes to be ex-

tracted.

15. When the feet of the infant have passed

through the os externum, wrap them in a

cloth (napkin), and holding them firm, wait

till there is a contraction of the uterus, or a

pain, during the continuance of which gently

draw down the feet.

16. When the pain ceases we must rest,

and proceed in this manner through the de-

livery, assisting the efforts of the patient,

but not making the delivery wholly artificial.

17. When the breech comes to the os ex-

ternum, the infant must be extracted very

* [The foot or feet of the infant should be extracted
obliquely through the external genital fissure, so that
the hip of the infant may be towards the sacro-iliac joint

of the mother, and at the outlet towards the pubes, and
the other to the perineum, as described in Presentation of
the Abdominal Extremity of the Fcetus. If the feet be
extracted with the toes to the back of the mother, the
long diameter of the infant's pelvis will be to the short
of the mother's, and much unnecessary difficulty encoun-
tered, unless the infant be small in proportion to the
pelvis, or the parturition be premature. M. R]
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slowly through it, and in the proper direction,

or there will be danger of lacerating the pe-
rineum.

18. When the infant is brought so low that
the funis reaches the os externum, a small
portion of it is to be drawn out, to slacken it

to lessen the chance of compression, or to

prevent the separation of it from the body
of the infant, or of the placenta from the
uterus; and from this time the operation
should be finished as speedily as it can with
safety.

19. But if the circulation in the funis be
undisturbed there is no occasion for haste, as

the infant, we are then assured, is in safety.

20. The infant may be extracted without
much difficulty if we act alternately from side

to side, by making a lever of its body, and
sometimes by pressing it from the ossa pubis
with the fingers.*

21. If the infant should stick at the shoul-

ders, the arms must be successively brought
down. [There is great danger of the infant

losing its life by pressure made by the head
and outlet on the navel cord under these cir-

cumstances. The cord must be drawn down,
and delivery accelerated. M. R.]

* [In these cases the finger, blunt hook, forceps, or fil-

lets, are sometimes placed over the hips to facilitate de-

livery, and the application of these means has been already
described. The body should be pressed towards, and not
from the pubes. M. R.l
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22. This is to be done by raising the body
the opposite way, and by successively bend-

ing them at the elbow very slowly, lest they

should be broken, and the hand must be

cleared towards the pubes.*

23. When both the arms are brought down,

the body of the infant must be supported

upon our left hand placed under the breast,

the fingers on each side of the neck, and the

body supported upon our left arm.

24. Then placing the right hand over the

shoulders, and pressing with our fingers the

head towards the sacrum, we must ease the

head along, gradually turning the body of the

infant as it advances towards the abdomen of

the mother.f
25. If the head should not come easily

away, we must introduce the fore finger of

the left hand into the mouth of the child, by
which the position of the head will be ren-

dered more convenient.!

* [The body is to be raised towards the pubes or abdo-
men of the mother, and two fingers passed over the shoul-
der and arm of the infant to the elbow joint, which is to

be drawn forwards. The operator must be most careful
not to injure the shoulder or elbow joint, and not to con-
tuse or fracture the arm. M. R.J

f [The fore and middle finger of the right hand ought to

be placed on each side of the neck, at this point of the
operation, and close to the base of the skull. M. R.]

t [The left fore finger placed in the mouth, will enable
the operator to depress the chin on the chest, and by this

movement expedite the descent of the forehead and head
;
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26. When the head begins to enter the os
externum, we must proceed very slowly, and
support the perineum, by spreading the fingers

of ihe left hand over it.

27. In some cases there may be a necessity

for speedily extracting the infant in order to

preserve its life, but we must also recollect,

that the infant is often lost by endeavoring to

extract it too hastily.

28. When an infant has been extracted by
the feet, the placenta usually separates very

soon and very easily ; but in the management
of this we are to be guided by the general

rules.

[During the operation, an assistant should
steady the uterus, and follow down with his

hands the descending foetus. More attention

to the placenta is requisite in artificial than in

natural labor. C]

section v.

On the cases which come under the second

distinction.

1. We are first to ascertain the presenting

part, and if, together with the arm, the head

while the back of the infant is raised towards the abdo-

men of the mother, with the left arm, two fingers of the

right hand being placed on the neck, close to the head, as

in the preceding note. M. R.]
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is perceived by a common examination, there

may be no occasion to turn the infant, such

case only constituting the third variety of

natural labor.

2. But if the case should be such as to re-

quire the infant to be turned, it might be

doubted whether it were proper to dilate the

os uteri by art, or to wait for its spontaneous

dilatation.

3. Perhaps neither of the methods can be
constantly followed, but we may generally

say, that there is under these circumstances

neither danger nor increase of difficulty, from

waiting for the spontaneous dilatation, which

is therefore in general to be preferred.

4. But if more speedy dilatation should be

required, whatever is done by art should be

done slowly, and in imitation of nature.

5. The os uteri is always to be considered as

completely dilated when we judge it will al-

low of the easy introduction of the hand.

6. When we have fixed upon the proper

time and begin the operation, the os externum
must be dilated in the manner before ad-

vised.

7. The hand must always be introduced

into the uterus, on that side of the pelvis

where it will pass most conveniently ; and
there is usually most room at that part

which will lead to the feet.*

* fin all cases the position of the feet ought to be deter-
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8. It is generally most convenient to pass

the hand between the body of the infant and
the ossa pubis, the feet being most commonly
found lying towards the belly of the mother.

9. In cases which come under this distinc-

tion the uterus is seldom contracted very

strongly upon the body of the infant, but
always in some degree.

10. But the difficulties which may occur in

the operation of turning the infant in these

cases, will be fully explained under the fol-

lowing distinction.

SECTION VI.

On the cases ichich come under the third

distinction.

1. The difficulty in the management of

these cases depends upon the degree of con-

traction of the uterus, and upon the distance

or awkward position of the feet of the infant,

but chiefly upon the former circumstance.

2. The uterus is in some cases contracted

in a globular, and in others in a longitudinal

form.

mined before commencing the operation. Some prefer the

right, others the left hand, but we should employ which-
ever we can use most conveniently. M. R.]
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3. It is always easier with an equal degree

of contraction to turn the infant when the

uterus is contracted in a globular, than in a

longitudinal form.

4. When we are called to a case of this

kind it is better not to form, or to give a

hasty opinion, nor to attempt to deliver the

patient immediately, but to deliberate upon it,

and then to make a second examination.

5. If the second examination should con-

firm our first opinion, we may prepare for the

operation.

6. We shall be able to judge in what part

of the uterus the feet of the child lie, if we
consider whether it be the right or left hand
which presents, which may be known by the

direction of the thumb and of the palm of the

hand.

7. But the contraction of the uterus is the

principal difficulty to be surmounted, and the

danger in turning the child is in proportion to

the difficulty.

8. The danger in turning a child when
there is a strong contraction of the uterus, is

a single danger, that of rupturing the ute-

rus.

9. The contraction of the uterus is of two
kinds, first, the permanent contraction, in con-
sequence of the waters having been long
drained off, which may occur when there has
been little or no pain.
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10. Second, the extraordinary contraction
arising from the action of the uterus, return-
ing at intervals, and always attended with
pain.

11. The hand must be introduced with a
degree of force sufficient gradually to over-
come the permanent contraction of the uterus,
or the operation could never be performed.

12. But if we were to attempt to overcome
the extraordinary contraction, it must follow,
that we can, or cannot overcome it.

13. In the first instance we should be in

danger of rupturing the uterus, and in the
second the hand would be cramped, and we
should be unable to proceed with the opera-

tion.

14. The deduction is therefore clear, that

we ought not to proceed in our attempts to

turn the infant while the uterus is acting with

violence.

15. The action of the uterus is rendered
more frequent and strong by the generally

increased irritability of the patient.

16. Before we attempt to deliver, it will be
prudent to endeavor to lessen this irritability,

in many cases by bleeding, by clysters, and
by an opiate, which, to answer this purpose,

should be given in two or three times the

usual quantity.

17. When the opiate takes effect, and the

patient becomes disposed to sleep, we must
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consider this state as extremely favorable, and

proceed without loss of time to the delivery.*

18. There never can be occasion to separate

the arm which presents from the body of the

child, and when this has been done, instead

of facilitating, it has impeded the operation.f

19. Without regarding the arm, the right

or left hand, as may be most convenient to

ourselves, must be introduced in the manner
before directed, and conducted slowly into the

uterus, if there be sufficient room.

20. But if the child be jammed at the su-

perior aperture of the pelvis, the hand cannot

be introduced.

21. We must then fix our fore finger and
thumb in the form of a crutch in the armpit of

* [When the woman is under the influence of a large
opiate, there is scarcely any muscular action, except that
causing respiration and circulation, and consequently the
uterus, which, according to most writers, is muscular, is

also deprived of action. It often happens, however, that
the introduction of the hand excites its action, and this is

beneficial, when the hand is in the cavity of the uterus,

and can readily seize one or both of the infant's feet.

M. R]
| [The infant is transverse or across in such cases, and

the removal of the arm cannot change its position. It

ought never to be removed, unless when so congested as
to fill the os externum and prevent the introduction of the
hand, and this rarely happens, unless after the infant has
been dead for hours or days. The amputation of the arm
during the life of the infant is never performed, except by
those who are grossly ignorant of medical knowledge

;

and it is never so swollen during life as to require removal,
and very rarely even after the death of the infant. M. R.J
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the child, and pushing the shoulders towards
the head, and towards the fundus of the ute-

rus, we must by degrees raise the body of
the child till there be room for the introduc-

tion of the hand.

22. If while we are introducing our hand
we perceive the action of the uterus come on,

we must not proceed till that ceases or is

abated.

23. The hand, when introduced, is also to

be laid flat during the continuance of the ac-

tion of the uterus, lest the uterus be injured

by its own action on the knuckles.

24. When the action ceases or is abated,

we must renew our attempts to carry up our

hand to the feet of the infant.

25. In this manner we are to proceed, alter-

nately resting and exerting ourselves, till we
can lay hold of one or both feet.

26. There is sometimes much difficulty in

getting to the feet, and sometimes in extract-

ing them, especially when the uterus is con-

tracted in a longitudinal form.

27. In such cases it is often convenient,

when we can reach the knees, to bend them
cautiously, and to bring down the legs and

feet together.

28. But before we begin to extract we
should examine the parts we hold, and be

assured they are the feet ; and we must ex-

tract slowly and steadily.
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29. If we hurry to bring down the feet they

may slip from us, and return to the place from

which they were brought.

30. We must then carry up the hand again,

and grasping the foot or feet more firmly,

bring them down in the cautious manner be-

fore advised.*

31. When the feet are brought down, if

there be difficulty in extracting them, we must
endeavor to slide a noose, first formed upon

our wrist, over the hand to secure the feet,

by which the hazard of their return will be

prevented, and the succeeding part of the

operation much facilitated.

32. When the noose is fixed over the ankles,

we must pull by both ends of it with one

hand, and grasp the feet with the other, but
we must not attempt to proceed hastily.

33. When there is afterwards much difficulty

in extracting the infant, it is probably owing
to its body being jammed across the superior

aperture of the pelvis.

34. It will then be proper to pass the finger

* [The practitioner must be careful not to injure the
ankle, knee, or hip joints, by powerful traction, and for
this reason it is safer to grasp both than one lower extre-
mity, though the extraction of one limb forms a smaller
cone than that of both, and passes more readily. If one
lower extremity be brought down as advised by Radford,
the other will be bent on the abdomen, and will descend
in that position. It is unnecessary to re-introduce the
hand to bring it down separately, or to hook or hitch the
finger on the groin for this purpose. M. R.J
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and thumb as directed at 21, to raise the
shoulders and body of the infant towards the

fundus of the uterus, with one hand, and with
the other extract at the same time with the

noose.

35. When the breech of the child has en-

tered the pelvis, we must proceed with deli-

beration, but there will be little further diffi-

culty, except from the smallness of the pelvis,

of which we shall speak in the next section.

[See Natural Parturition.]

[Version is applicable, 1st, in all mal-presen-

tations
;
2d, in placenta praevia ; 3d, in many

cases of rupture of uterus; 4th, in convul-

sions sometimes; 5th, prolapsus of cord; 6th,

hemorrhage; 1th, great debility, &c. Sel-

dom required before the 8th month, inadmis-

sible before the 7th. C]

section vn.

On those cases which come under the fourth
distinction.

1. The disproportion between the head of

the infant and the dimensions of the pelvis,

may be added to any of the circumstances

mentioned under the preceding distinctions.

2. But as the management of these has
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been already directed, there is now occasion

to speak only of the peculiar difficulties aris-

ing from that cause.

3. The degree of difficulty in these cases is

greater or less according to the degree of dis-

proportion ; but the difficulty of extracting

any part of the body of the infant is little,

compared with that which attends the extrac-

tion of the head.*

4. We will therefore suppose the body of

the infant to be brought down, but that the

head cannot be extracted by any of the

methods before recommended.
5. The force with which we endeavor to

extract must then be increased, till it is suffi-

cient to overcome the difficulty or resistance.

6. But as the necessity of using great force

can only be known by the failure of a less

degree to produce the desired effect, we must
begin our attempts with moderation, and
gradually increase our efforts according to

the exigence of the case.

7. The force exerted should also be uni-

form, controlled or commanded, and exerted

by intervals, in the manner of the natural

pains.

8. If the head should not descend with the

* [I can conceive no difficulty in extracting the head
when it is of ordinary size, the pelvis natural, and if di-
rected in the curved line towards the pubes. M. R.]
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force which we judge can he safely exerted,

we must rest, and give it time to collapse.*

9. We may then renew our attempts, ex-

tracting from side to side, or backwards and
forwards, as may hest conduce to ease the

head through the distorted pelvis, alternately

resting and endeavoring to extract.

10. But if the head should descend in ever

so small a degree, the force is not to be in-

creased with the view of finishing the de-

livery expeditiously, but we must be satisfied

with our success, and proceed circumspectly.

11. When the head once begins to descend
there is seldom much subsequent difficulty in

finishing the delivery, as the cause of the dif-

ficulty usually exists at one particular part of
the pelvis.

12. But should the head rest in this situa-

tion for several hours, no additional inconve-

nience would thence arise to the mother, and
the longer it rested, the greater advantage we
should probably gain when we renewed our
attempts to extract it.

[If the pains were violent there would be
danger to the mother by compression or con-

tusion of the soft parts in the pelvis, and de-

livery ought to be accomplished by some
operation. M. R.]

* [A better plan would be to reduce the bulk of the
head with the forceps or perforator, as already advised.

M. R ]
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13. It may be presumed when the head of

the infant has been wedged for a long time in

the position we are supposing, and great force

has been used to extract it, that there is little

reason to expect the infant should be born
alive

;
yet instances of this are said to have

occurred in practice.

14. When we can hook a finger on the

lower jaw of the infant, the direction of the

head may be changed to one more favorable,

and the delivery thereby facilitated.

15. But we must not extract with so much
force as to incur the hazard of breaking or

tearing away the jaw.

16. Pressing the head of the infant from
the ossa pubis to the sacrum, with the fingers

or thumbs carried up as high as we can reach,

will often be of great use in these cases.

17. If the difficulty of extracting the head
arises from its enormous size, occasioned by
some disease, as hydrocephalus, &c, these

methods steadily pursued, will answer our
intention, as by a prudent use of the force in

our power, the integuments will burst, or

even the bones be broken.*

* [It would be much safer and better for the mother,
for the obstetrician to puncture the head, evacuate the
fluid, and diminish its size, than to use such force as
would burst the integuments, tec, and thus severely con-
tuse the soft parts of the woman. Puncturing the infant's

head is advised by the best modern obstetric writers, as
Maygrier, Velpeau, &c. &c. M.R.]
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18. Cases of this kind, in which it might
be necessary or expedient to use one or both
blades of the forceps, or to lessen the head,

very seldom occur.

19. But if such cases should occur, the lat-

ter operation is preferable to the use of the

forceps, and the utmost care must be taken

that we do no injury to the mother.*

20. Under these circumstances, should it be
absolutely necessary to lessen the head of the

infant, the perforation may be conveniently

made behind either of the ears, or in any part

where we can most conveniently fix the point

of the perforator, and the general rules of the

operation must be followed.

21. By the force used, should the neck of

the infant have given way, we are not to

separate the body from the head altogether,

but we must rest longer and act more mode-
rately.

22. But should the body be separated from
the head by the force we have used, or should

we be called to a case of this kind, there will

be no occasion, for this reason alone, to act

hastily or rashly, as the head may even then

be expelled by the pains [or be easily extract-

F * [The French writers advise puncturing, and prefer the
forceps, to lessening the head by perforation. In my
opinion, the safer operation should be preferred first, and
craniotomy only resorted to when everything else had
failed. M. R.]
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ed with the forceps or after perforation by
craniotomy.]

23. But if this should be impossible, or if

it be absolutely necessary to extract the head
speedily, on account of the state of the

mother

;

24. Then the general rules for lessening

the head must be accommodated to the exi-

gencies of this particular case, and the head
may be confined to a proper situation by
compressing the abdomen with a napkin
passed across it, or by the hands of an assist-

ant.

[The head may be so reduced by compres-

sion with a forceps that it may be adapted to

the pelvis and extracted, or its size may be
diminished after perforation, with the cranio-

tomy forceps, so as to admit of its extraction

or expulsion by the natural efforts. M. R.]

section vm.

Miscellaneous observations.

1. It sometimes happens that no part of the

infant can be perceived before the membranes
break, though the os uteri be fully dilated.

2. In such cases we should not be absent

when the membranes break, lest it should
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prove a preternatural presentation, requiring

the infant to be turned.

3. In some cases even when the os uteri is

dilated, the membranes broken, and the

waters discharged, no part of the infant can
be felt.

4. It will then be prudent, in the cautious

manner before directed, to introduce the hand
far enough into the uterus, to discover the

part which does present.

5. If the head be found to present we
should withdraw our hand, and suffer the

labor to proceed in a natural way.
6. If the inferior extremities should pre-

sent, we may bring down the feet, and then
suffer the labor to go on uninterruptedly.

[It would be more judicious to allow the

efforts of nature to deliver the inferior ex-

tremities than to interfere ; for the more fully

the os uteri is dilated before the passage of
the umbilicus through it, the less hazard will

there be of delay when the parts engage
which it is essential should quickly be de-

livered. C]
7. But if the shoulder or superior extremi-

ties should present, we must proceed to the
feet, and turn the infant as was before
directed.

8. By this conduct we shall guard against
the danger of turning an infant in a contract-
ed uterus.
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9. If we should be called to a case in

which the arm presented, and much force had
been used to extract the infant in that posi-

tion, the arm having perhaps been mistaken
for a leg, and the pains being at the same
time violent, it may be impossible, without
giving much pain, and incurring some danger
of rupturing the uterus, to turn the infant, or

even to introduce the hand into the uterus,

the shoulder of the infant being pushed low
down into the pelvis.

10. Under such circumstances, it is impro-

per to attempt to introduce the hand into the

uterus, or to turn the infant, as it will generally

be expelled by the efforts of the mother; or it

may be extracted by methods less painful and
hazardous to the mother.

[The infant will not be expelled by the

efforts of the mother, unless it is premature,

small, or the pelvis very capacious, and no
modern practitioner would expect it or wait

for it, as in a great majority of cases the woman
would die undelivered. M. R.]

11. Yet in these cases the body of the

infant does not come doubled, but the breech

is the first part delivered, and the head the

last, the body turning, as it were, on its own
axis.

[This was termed spontaneous evolution by

Denman, and spontaneous version by Mural.

There are two kinds of spontaneous version.

—
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1. Spontaneous cephalic version; 2. spon-

taneous pelvic version. It was stated at the

Medical Society of London, a year or two
since, that an infant was born at the full time

with the neck presenting and the head flattened

on the back.

There are two kinds of spontaneous pelvic

evolution.—1. The breech presents while the

trunk and head ascend towards the fundus
uteri. 2. The shoulder, neck, side of the

head, chest, or back, is violently forced down
into the pelvis, the pains continue, the breech

is pushed dowTn though the former parts do
not recede. There are numerous authors

cited by M. Velpeau who describe the latter

evolution. M. R.]

12. Nor is this observation made wTith re-

gard to a small infant coming prematurely, as

it will apply to an infant of a common size,

and when a woman is at her full time, provided
the pelvis be well formed.

13. This fact, of the possibility of an infant

being expelled in this position, though originally

contradicted with great confidence, is now con-

firmed in the most satisfactory manner by many
cases which have been recorded, in some of
which the infants have even been born living.*

14. From these it might be inferred, that a

* Tin a vast majority of cases the infant is born dead.
M. R.]
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woman in a state of nature, or in perfect
health, would not die undelivered, though the
arm of the infant might present, supposing
that she was not assisted by art.

15. Yet it is always requisite and proper to

turn infants when the superior extremities

present, if the operation can be performed
without the hazard of injuring the mother, and
we have a better chance of lessening the suf-

ferings of the mother, and of preserving the
infant.

[It would be, in my opinion, extremely bad
practice in transverse presentations to wait for

spontaneous evolution, and I feel convinced
that nine out of ten women would die un-

delivered. This is now the general opinion.

M. R.]

16. But when there is no chance of preserv-

ing the infant, and yet it cannot be turned

without the greatest danger to the mother,

knowing the possibility of its being expelled

in this position, it is necessary to consider the

propriety of the operation before we per-

form it.

17. It remains, however, to be proved by
future experience, how far, and in what cases,

the preceding observation ought to be a guide

in practice.

18. In cases of presentation of the superior

extremities, in which the difficulty of turning

the infant would be very dangerous, and great
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or insurmountable, another method has been

recommended.
19. But of this method, which has been

practised by one gentleman to whose know-

ledge and experience I pay great respect, I

am not a competent judge, having never

tried it.

20. I therefore refer to the annexed note for

an explanation and history of the method to

which I allude.

Note. Hoorneus, ssepe laudatus, adhuc
peculiarem, novum eumque breviorem modum,
foetum mortuum cum brachio arctissime in

vagina uteri haerente extrahendi, invenit, atque

descripsit, qui in eo consistit, ut quando ad
pedes pervenire nequit, collum, utpote quod in

foetibus valde adhuc tenerum est, vel scalpello

a reliquo trunco resecet, vel unco idoneo quam
cautissime auferat. Hoc enim facto, vel sponte

mox prorumpit ex utero foetus, vel tamen, dum
brachium propendens attrahitur, quod medico
loco habenas inservit, quam facillime excuti-

tur. Caput vero deinde seorsim mox vel

manu, vel aliis propositis artificiis, si manus
parum esset ejiciendum.

Heister, cap. cliii., sect. ix.

The latter part of this description is further
explained in the next section.

[The operation described in a foreign lan-

guage, or evisceration of the chest and abdo-
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men, was performed in difficult cases of
turning, until a recent period. I performed
the latter on two occasions, as will be seen on
reference to my Manual of Obstetriey. Great
experience and much reflection convince me
that decapitation or evisceration is rarely or

never required. Blood-letting, large doses of
opium, nauseating doses of tartarized anti-

mony, and the tobacco enema will, I believe,

in ninety-nine in a hundred cases, arrest uterine

action, and remove all impediments to version.

M. R.]

SECTION IX.

I am induced to reprint the following, as

they were the very cases which first gave me
an opportunity of observing the spontaneous
evolution.

CASE I.

In the year 1772, I was called to a poor
woman in Oxford Street, who had been in

labor all the preceding night, under the care

of a midwife. Mr. Kingston, now living in

Charlotte Street, and Mr. Goodwin, surgeon,

at Wirksworth, in Derbyshire, who were at

that time students in midwifery, had been sent

for some hours before I was called. The arm
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of the infant presenting, they attempted to turn

and extract it by the feet, but the pains were

so strong as to prevent the introduction of the

hand into the uterus. I found the arm much
swelled, and pushed through the external parts

in such a manner that the shoulder nearly

reached the perineum. The woman strug-

gled vehemently with her pains, and, during

their continuance, I perceived the shoulder of

the child to descend. Concluding that the

infant was small, and would pass, doubled,

through the pelvis, I desired one of the gentle-

men to sit down to receive it, but the friends

of the woman would not permit me to move.

I remained by the bed-side till the infant was
expelled, and I was very much surprised to

find, that the breech and inferior extremities

were expelled before the head, as if the case

had originally been a presentation of the

inferior extremities.

The infant was dead, but the mother re-

covered as soon and as well as she could have

done after the most natural labor.

CASE II.

In the year 1773, I was called to a woman
in Castle Street, Oxford Market, who was
attended by a midwife. Many hours after, it

was discovered that the arm of the infant

presented. Mr. Burosse, surgeon, in Poland
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Street, was sent for, and I was called into
consultation. When I examined, I found the
shoulder of the child pressed into the superior
aperture of the pelvis. The pains were strong,

and returned at short intervals. Having agreed
upon the necessity of turning the child, and
extracting it by the feet, I sat down and made
repeated attempts to raise the shoulder, with
all the force which I thought could be safely

used; but the action of the uterus was so

powerful that I was obliged to desist. I then
called to mind the circumstances of the case

before related, mentioned them to Mr. Burosse,
and proposed that we should wait for the ef-

fect which a continuance of the pains might
produce, or till they were abated, when the

child might be turned with less difficulty. No
further attempts were made to turn the child.

Then every pain propelled it lower into the

pelvis, and in a little more than one hour the

infant was born, the breech being expelled, as

in the first case.

This infant was also dead, but the mother
recovered in the most favorable manner.
Having been prepared for observing the

progress of this labor, I understood it more
clearly, and attempted to explain, both in my
lecture on the subject and in the aphorisms

which were printed for the use of the stu-

dents, my opinion of the manner in which

the body of the child turned, as it were, upon
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its own axis. I also pointed out the circum-

stances in which I supposed the knowledge
of the fact might he rendered useful in prac-

tice, but with great circumspection.

case in.

January the 2d, 1774, 1 was called to Mrs.

Davis, who keeps a toy-shop in Crown Court,

Windmill street. She had been a long time

in labor, and the arm of the child presented.

The late Mr. Eustace had been called on

the preceding evening, and had made attempts

to turn the infant, which he had continued for

several hours without success. I was sent

for about one o'clock in the morning, and on
examination, found the arm pushed through

the external parts, the shoulder pressing firmly

upon the perineum. The exertions of the

mother were wonderfully strong. I sat down
while she had two pains

; by the latter of

which the infant was doubled, and the breech

expelled. I extracted the shoulders and head,

and left the child in the bed. Mr. Eustace
expressed great astonishment at the sudden
change ; but I assured him that I could claim

no other merit on account of this delivery,

except that I had not impeded an effect which
was wholly produced by the pains.

This infant was also dead, but the mother
recovered in the most favorable manner.
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In all these cases, the women were at the
full period of utero-gestation, and the in-

fants were of the usual size.

Many other cases of the same kind have
occurred to me; and with the histories of
several, varying in the time or manner in

which the evolution of the infant was made,
I have lately been favored by gentlemen of
eminence in the profession, and many others

have been published in different countries.

But these are sufficient to prove the fact, that

in cases in which infants present with the

arm, women would not necessarily die unde-
livered, though they were not assisted by art.

With respect to the benefit we can in prac-

tice derive from the knowledge of this fact,

I may be permitted to repeat, that the custom
of turning and delivering by the feet in pre-

sentations of the arm, will remain necessary

and proper in all cases in which the operation

can be performed with safety to the mother,

or give a chance of preserving the life of the

infant. But when the infant is dead, and
when we have no other view but merely to

extract it, to remove the danger thence arising

to the mother, it is of great importance to

know the infant may be turned spontaneously

by the action of the uterus. If we avail our-

selves of that knowledge, the pain and dan-

ger which sometimes attend the operation of
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turning an infant may be avoided. Nor would
any person, fixing upon a case of preternatu-

ral presentation, in which he might expect the

infant to be turned spontaneously, be involved

in difficulty, if, from a defect of the pains, or

any other cause, he should be disappointed in

his expectations. Nor would the suffering or

chance of danger to the patient be increased

by such proceeding, as the usual methods of

extracting the infant could, under any such

circumstances, be safely and successfully prac-

tised.

[The preceding cases and doctrine are the

only objectionable parts in Dr. Denman's
works, but fortunately they have never been,

nor ever will be followed. The woman
will be exposed to great danger, and accord-

ing to the Author's own showing, not more
than one out of thirty infants could be born

alive. No obstetrician of modern times would
wait for the spontaneous evolution in trans-

verse presentations. He would act in con-

formity with the laws of nature, science, and

humanity, in performing the operation of ver-

sion or turning. When the pelvis or head of

the infant is on the outlet, he might wait for

the efforts of the uterus, but not in all trans-

verse cases. The advice of Denman is nei-

ther followed in this country nor in any
other, so far as my researches enable me to

conclude. M. Velpeau cites authors who have
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seen 137 cases of spontaneous evolution, in
which 125 infants were born dead, and eight
living.]

[Craniotomy—cephalotomy, perforation of
the foetal head, and its dismemberment, even
when the infant is alive, is preferred in this

country to the Caesarean operation, or gastro-
hysterotomy. It is advised by certain German
writers in dynamic labors, as when convulsions
are urgent (Stein, Ritzen, &c).

Cephalotomy is only employed in France,
when the infant is dead, or most probably
so, and when parturition is impossible by the
natural passages ; when the pelvis is less than
15 lines, when the hand, forceps, or lever,

cannot be introduced into the womb, the
Caesarean section is preferred in France, even
when the infant is dead (Velpeau, Op. cit.).

" Our neighbors," says this celebrated author,
" have recourse to hysterotomy too rarely,

and they too often sacrifice the life of the

infant sooner than compromise that of the

mother. We fall into the opposite excess on
the Continent, and are not less blamable.

When the foetus is strong and robust, so far

from sacrificing its life, as is done in Great
Britain and the North, we ought to extract it

by a severe operation, which is not necessarily

fatal to the woman. No doubt, also, in my
opinion, but we ought to prefer cephalotomy
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when there is good reason to fear the death
of the infant, or that it cannot live. It would
be too cruel, after the Caesarean operation, to

find a dead or non-viable infant, which will

die in a few minutes or hours after the unfor-

tunate woman has undergone such sufferings

and dangers."

[Embryotomy.—Before resorting to this

dread alternative, let the operator seriously

reflect that if the child is dead, there is great

danger of injuring the mother, but that if the

foetus be still alive, not only must this risk

be encountered, but also he is to perform a

deed for which he must render an account to

his own conscience here, and to Him before

whom the secrets of all hearts shall be un-

veiled hereafter. Objects.—To save the mo-
ther's life where a living child cannot pass.

Conditions necessary,— 1st, That a head can-

not pass even when compressed ; 2d, That
the distortion shall not be so great as to pre-

vent a mutilated foetus from passing. Fatality,

—Children all dead, of course—to mothers 1

in 5. Alternatives.—The Caesarean section,

which is favorable 1 case in 2£, or else pre-

mature labor, in which the proportion fatal is

only 1 in 50, with safety to more than half

the children. May be used, 1st, Where strong

labor has existed for a long time with no
advance, and symptoms of exhaustion appear

;

2d, Where, after the cautious use of forceps,
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they fail
;
3d, The mother exhausted and the

uterus powerless. Must be used, 1st, If the

labor be tedious and the child certainly dead

without advance ; 2d, If the ant-post diame-

ter is between 3 inches and 1£; 3d, The bis-

ischiatic less than 3 and more than 1£ inches

;

4th, Fibrous tumors and exostoses
; 5th, Ova-

rian tumors adherent; 6th, Hydrocephalus;
7th, Convulsions, rupture of uterus, &c,
where forceps cannot be used

;
8th, The hand

down with the head, and the pelvis too nar-

row to permit delivery; 9th, Sometimes in

breech cases. Period.—1st, If the pelvis be
distorted very much, operate as soon as the

os tincae is dilatable
;
2d, If there is doubt

of the capacity of the pelvis, trust awhile to

nature—in cases of tumors, wait and observe

the effects of the uterine efforts
;

3d, In con-

vulsions, operate as soon as the exigencies of

the case demand, provided neither forceps nor

turning can be used. Mode of Performing.'—
The os must be dilatable ; the rectum and
bladder empty ; the position supine. Pass
up two fingers to the head; along these pass

Naegele's perforator (previously warmed)

;

avoid a suture ; bore through the bone with a

rotary motion
; push in the instrument to the

stops, then open the blades ; make another
opening at right angles to the first

;
pass in

the scissors to the medulla oblongata and
break up the brain thoroughly; insert the
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crotchet into the skull and carefully guard the
point with the fingers, or else use the " guard
crotchet," or, as is preferred by some, the
craniotomy forceps. Use tractive efforts only
during the pains or at intervals, to imitate

nature's efforts. Great care is necessary to

protect the vagina from slipping of instru-

ments and lacerations by spicula? of bone,
and in all instrumental delivery contraction of
the uterus is to be anxiously provided for.

C.l

When the action of the uterus does not
expel the infant, the forceps, lever, or cra-

niotomy-forceps, which has superseded the

crotchet, may be applied. Traction, with any
of these instruments, should be made in the

axes of the pelvis. If we save the integu-

ments of the scalp, we often succeed in ex-

tracting the head without breaking down the

vault of the skull, by passing one blade of
the craniotomy-forceps within the head, and
the other over the scalp and bones. This
gives a firm hold, and if traction be made in

the axis of the outlet towards the pubes, the

head will in many cases descend rapidly, and
be easily extracted. The craniotomy-forceps

or crotchet ought always to be applied over

the most solid part of the head, and the soft

parts of the woman properly protected with

the left hand, as the bones of the skull very

easily give way.
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Osreous Tumor.
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The crotchet ought to be placed on the oc-

ciput, mastoid process, petrous portion of the

temporal bone, occipital foramen, lower jaw,

orbit, or forehead. When a portion of bone
is broken or yields, great care must be taken

in extracting it not to injure the woman. In

contracted or deformed pelves, it may be ne-

cessary to re-introduce the craniotomy-forceps

or crotchet several times before the cranium is

so reduced in size as to pass through the out-

let, and the greatest care must be taken not

to contuse or otherwise injure the soft parts

of the woman.
The breaking down of the cranium to the

base of the skull may occupy two hours, and
sometimes more, during which the strength of

the patient ought to be properly supported.

In cases in which the pelvis is capacious, labor

is speedily completed after opening the head.

The base of the skull may be broken down
with the forceps of Davis, Holmes, Baude-

locque, the cephalotribe,* ortheterebellum of

Duges. This last instrument is capable of

perforating the bones and cartilages, and

breaking down the base of the cranium. This

operation is called cephalotripsy, and super-

sedes symphyseotomy and hysterotomy. It

may also be applied to the pelvis of the in-

* This instrument is said to overcome all difficulties re-

lative to the size of the head, and renders perforators,

crotchets, and craniotomy-forceps superfluous.
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Davis's Osteotomist. Naegele's Perforator.

fant. When the infant descends or presents

by the feet, and the head remains in the cavity

of the pelvis, it may be extracted as alrea-

dy described, or may require craniotomy.
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Cephalotribe.

[The Cephalotribe has been invented to

crush the foetal head in cases of deformity.

It consists of a pair of forceps, the blades of

which come in contact, about two feet long,

and capable of exercising compression by
means of a screw at the extremity. The for-

midable appearance of the instrument will ex-

clude its use in America, and the specimens

imported are merely obstetrical curiosities. C]
When the pelvis is greatly deformed, the
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Craniotomy Forceps. Churchill's Crotchet.

body of the infant must be dismembered, and

in such cases there is perhaps as great danger

to the woman as is incurred by hysterotomy.

When the skull remains in the uterus after

the body is separated from it, an assistant

should press on it so as to fix it, unless it he

already fixed or impacted, while the operator

introduces the perforator, and breaks it down
with the craniotomy-forceps, which has nearly
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superseded the crotchet in this country. This
instrument is somewhat similar to a litho-

tomy-forceps, except that it has prominent
teeth between the blades, which enable the

operator to take a firm hold of the bones of
the head and to break them. The crotchet

may slip and lacerate the woman. It is now
seldom used. M. R.]

CLASS IV. ANOMALOUS OR COMPLEX LABORS.

FOUR ORDERS.

ORDER L

Labors attended with Hemorrhage.

order n.

Labors attended with Convulsions.

order m.

Labors with two or more Children.

order rv.

Labors in which the Funis Umbilicalis pre-

sents before the Child.
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ON LABORS ATTENDED WITH HEMORRHAGE.

Hemorrhage. A discharge of blood from
* the uterus, inordinate with respect to time
or quantity.

Varieties.

1. In abortions.

2. At the full period of utero-gestation.

3. After the birth of the child.

4. After the expulsion of the placenta.

Note. No general description or character
can be given to Anomalous Labors as a class,

because the different orders bear no resem-
blance to each other. They are brought to-

gether merely to prevent the multiplication of
classes [and I have included all these labors

under the head dystocia, as d. hemorrhagica,
d. convulsiva, d. funicalis, &c. (see my Ma-
nual of Obstetricy, 1831). The term complex
or anomalous labors is arbitrary, unscientific,

and untenable. M. R.]
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ON ABORTIONS.

[The expulsion of the embryo or foetus be-

fore the sixth month of utero-gestation is

termed abortion ; and after this period, pre-

mature labor. M. R.]

SECTION I.

1. With respect to the time of pregnancy,

all expulsions of the foetus may be reduced

under two distinctions.

2. In the first will be included all those

which occur before the uterus is sufficiently

distended to allow of any manual operation

;

and these may be properly called abortions.

3. In the second may be classed all those

which allow of manual assistance, if required

;

and which are therefore to be esteemed as

labors, premature or at the full time.

4. But no precise period of pregnancy can

be fixed as a line for these distinctions.

5. We may, however, in general say, that

all expulsions of the foetus, before the end of
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the sixth month, are to be considered as abor-

tions. [Abortion is the expulsion of an infant

before it can live or be viable without the

uterus ; and premature labor when it is viable.

M. R.]

6. But all expulsions of the foetus, after the

expiration of the sixth month, are to be es-

teemed as labors, and, if attended with the

same circumstances, should be managed upon
the same principles.

7. Yet expulsions of the foetus sometimes

happen so critically, as to make it doubtful to

which distinction they should be ascribed,

especially in cases in which there are two or

more children.

8. When manual assistance is thought need-

ful, the longer the time wanting to complete

the full period of pregnancy, the more diffi-

cult must be any operation.

SECTION n.

On the causes of abortions.

1. The predisposing causes of abortion are,

1st, general indisposition of the constitution;

2d, infirmity of the uterus, and diseases of the

ovum.
2. The general state of women who are
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disposed to abortion is very different, some
being weak and reduced, and others pletho-
ric.

3. Weakly women become more liable to

abortion, because they are susceptible of
violent impressions from slight external

causes.

4. Plethoric women are more liable to abor-

tion, from the peculiar disposition which the

vessels of the uterus have, from structure and
habit, to discharge their contents.

5. Every action in common life has been
assigned as a cause of abortion. [Predispos-

ing causes. Plethora. Irritability. Syphilis.

Deformed pelvis. Organic uterine diseases.

Polypus uteri. Typhus fever. Variola Scar-

latina. Rubeola. Tumors ofOs uteri. Uterine
Leucorrhoea. Miasmata. Habit of aborting.

Use of Opium. Salivation—The most com-
mon is some disease of ovum—for if the ovum
be healthy, abortion is very difficult to pro-

duce ; but if diseased, it is generally expelled.

Exciting causes. Violent exercise—dancing
—warm bath—acrid cathartics—emetics—em-
menagogues—diarrhoea—tenesmus—strangu-

ry—constipation—coitus—cystitis—pediluvia

—copious depletion—sudden cold—passions

—

disagreeable odors, sights—privation of rest,

&e.—carrying weights—blows—surgical op-

erations. All these have been assigned as

causes, but to many the objection, post hoc
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ergo propter hoc, will unquestionably apply.

C]
6. But it is to the excess of these actions

that we are to attribute their effects, for wo-

men in health seldom abort, unless from vio-

lent external causes.

section in.

On the prevention of abortion.

1. As every disease to which women are

liable may dispose to abortion, the method

instituted to prevent it must be accommodated

to the disease, or to the state of the consti-

tution.

2. In some constitutions abortions may he

prevented by repeated bleeding in small quan-

tities, by antiphlogistic medicines, and some-

times by warm bathing.

3. In others, abortion may be prevented by

nourishing and invigorating diet and medi-

cines, by bark, by the liberal use of wine,

especially claret, and often by cold bathing.

4. But it will be proper, in every case, to

avoid all violent exercise, to keep the mind

composed, and to rest frequently in a hori-

zontal position. [Rest is absolutely neces-

sary, and opium is indispensable to arrest and
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suspend labor-pains, whenever they com-
mence. M. R.]

5. Women seldom abort while they have
the vomiting which usually attends early preg-
nancy.

6. In women who have no spontaneous
vomiting-

, this may be excited, with safety and
advantage, by frequently giving small doses
of ipecacuanha. [This practice is scarcely

ever followed at present. ML R.]

7. Pregnant women are usually costive, and
abortions have been very often occasioned by
too great assiduity to remove this costiveness,

which is a natural and proper state, in the
early part of pregnancy. [Doubtful. C]

SECTION IV.

On the signs of abortion.

1. The signs of abortion are, frequent mic-
turition, tenesmus, pains in the back, abdo-
men, and groins, with a sense of weight in

the region of the uterus.

2. But the most certain sign is, a discharge

of blood, which proves that some part of the

ovum is separated from the uterus.

3. It has been supposed when this last sign

appears, that there is scarcely a possibility of

the patient proceeding in her pregnancy.
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4. But I have met with an infinite number
of eases in practice, in which, notwithstanding

this appearance, once or oftener, to a consi-

derable degree, the discharge has ceased, and

no ill consequences have followed.

5. We are therefore to persevere in the use

of those means of prevention which are

thought reasonable and proper, till the abor-

tion has actually happened.
6. It is not always prudent to give a decided

opinion of the probable event of those cases

in which abortion is threatened, as their ter-

mination is often different from what might

have been expected from the symptoms.
[As a general rule, abortion will occur if

the bag of waters forms at the access of the

pain and the os becomes tense. C]

section v.

On the treatment of women at the time of

abortion.

1. The treatment must vary according to

the nature and degree of the symptoms.

2. There is an endless variety in the manner

in which abortion takes place. Some women
abort with sharp and long continued pains,

others with little or no pain ; some with a
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profuse and alarming hemorrhage, others with
very little discharge. In some the ovum has
been soon and perfectly expelled, in others

after a long time, in small portions, or very
much decayed ; but the only alarming symp-
tom is the hemorrhage. [The embryo may
be expelled surrounded with the amnios, cho-
rion, or decidua, the placenta remaining in the

uterus.

This may be retained for five or six weeks
after the expulsion of the foetus. In such
cases the hemorrhage may be profuse, and
induce great prostration of the vital powers,
and excite many fatal diseases. It is an
axiom, that an abortion is much more injuri-

ous to the constitution than a . natural labor.

The one is a disease, the other a natural func-

tion. Abortion may recur ten, or even twenty
times at the same period of pregnancy. In

such cases, it is most important to prevent the

recurrence, and bring the woman to the end
of pregnancy. M. R.]

3. The hemorrhage in abortions is not al-

ways in proportion to the period of pregnancy,

this being in some advanced cases very small

;

and in others, though very early, abundant.
[Women have died of hemorrhage, and others

have only been saved by transfusion. M. R.]

4. The hemorrhage usually depends upon
the difficulty with which the ovum may be
expelled and upon the state of the consti-
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tution of the patient naturally prone to he-

morrhage.
5. The general principles which should

guide us in the treatment of hemorrhages,

from any other part of the body, are applica-

ble to those of the uterus, regard being had

to the structure of the uterus.

6. If the patient be plethoric, some blood

should be taken from the arm at the com-
mencement of the hemorrhage, and the saline

draughts with nitre, or acids of any kind, may
be given in as large a quantity, and as often,

as the stomach will bear. [The infusion of

roses is perfectly useless. M. R.]

7. These may also be given during its con-

tinuance, and cloths wet with cold vinegar

may be applied to the abdomen and loins, and

renewed as they become warm. The patient

should be exposed to, and suffered to breathe,

the cold air.

8. Every application or medicine, actually

or potentially cold, may be used. A large

draught of cold water or ice may be given

with great propriety ; and it is the custom in

Italy to sprinkle ice over the body of the pa-

tient, if the danger of the case be imminent.

[It is questionable whether cold applied to

the lower part of the abdomen (over the

pubes), does not increase the determination

of blood to the uterus, and augment the

flooding. Nevertheless, I have, in numerous
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cases, known hemorrhage in abortions arrests

ed by such applications. M. R.]

[When the patient is hot the application of

cold is beneficial, but if debilitated collapse

may ensue from a too protracted use. C]
9. Every medicine or application which

has the power of slackening the circulation

of the blood, eventually becomes an astrin-

gent ; but astringents, properly so called, can

have no power in stopping hemorrhages from
the uterus. [The acetate of lead, combined
with opium and dilute acetic acid, is an ex-

ception, and will often restrain hemorrhage.

M. R.]

10. Hemorrhages are stayed by the con-

traction of the coats of the blood-vessels, or

by the formation of coagula, plugging up the

orifices of the open blood-vessels.

11. Both these effects are produced more
favorably during a state of faintness, which,

though occasioned by the loss of blood, be-

comes a remedy in stopping hemorrhages.

12. Cordials are not, therefore, to be hasti-

ly given to those who are faint from loss of

blood ; unless the faintness should continue

so long as to make us apprehensive for the

immediate safety of the patient.

13. The introduction of lint, a piece of

sponge, or any other soft substance, into the

vagina, has been recommended, and some-

times used with advantage, by favoring the

formation of coagula.
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14. Cold or astringent injections into the

vagina, or even a piece of ice introduced into

the vagina, have also been recommended.
[The use of these remedies is very ques-

tionable. The introduction of the substan-

ces loosely into the vagina, can seldom favor

the formation of coagula. The introduction

of pieces of lint, muslin, or calico, passed

piece by piece, oiled, and placed against the

os uteri, and augmented so as to completely

fill the vagina, will arrest flooding. This

method is termed the tampon, or plug, by for-

eign writers. It is, when properly applied, a

most efficient remedy. It should never be

neglected in abortions. M. R.]

15. Opiates have been advised in abortions

attended with profuse discharges, and they

may sometimes be proper to ease pain, or to

quiet the patient, especially when there is a

chance of preventing the abortion, or after

the accident has happened.

1 6. But when there is no hope of prevent-

ing the abortion, the degree of pain proving

the degree of action of the uterus, and the

action of the uterus producing and favoring

the contractile power of the blood-vessels, if

by opiates the action of the uterus should be
prevented or checked, they may contribute to

the continuance of the hemorrhage.
17. Hemorrhages in abortions, independent

of other complaints, though sometimes very
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alarming, are not dangerous. [This is gene-
rally correct, but is liable to exceptions, as

alre'ady stated. M. R.]

[The continued drain from the system lays

the foundation for subsequent mischief; and
in some cases proves fatal primarily. C]

18. But if women abort in consequence of
acute diseases, or if they are attended with
violent spasms, there will be real and great

danger.

19. For they abort because they are al-

ready in great danger, and the danger is in-

creased and accelerated by the abortion.

20. The ovum has been sometimes re-

tained in the uterus for many months after

the symptoms of abortion had appeared, and
when it had lost the principle of increasing.

• 21. But it is not now thought necessary or

proper in abortions, to use any means for

bringing away the ovum, or any portion of it

which may be retained, with instruments or

manual assistance. [The secale cornutum
will cause its expulsion.

[Retention of the dead ovum sometimes
causes irritative fever. If ergot fails to re-

lieve the uterus, warm vaginal injections may
be used to wash away the debris. Dr. Dew-
ees used a w ire crotchet. A brisk purge or

an enema sometimes succeeds. C]
Blood-letting, opium, absolute rest, and the

tampon or plug, are the best means for pre-

venting abortion.
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The ergot of rye is the best remedy to ex-

pedite the expulsion of the ovum. When
the placenta is retained after the expulsion of

the foetus and proper use of the ergot, the

plug is of great value in arresting flooding.

It ought to be removed every twenty-four

hours, and an astringent lotion, such as equal

parts of the compound solution of alum and
water, thrown into the vagina and uterus.

When the patient is of a full habit and
ruddy complexion, she ought to be bled in the

arm, put to bed, have a full dose of opium,

such as twenty-five or thirty drops of seda-

tive solution, or a full dose of morphia; and
if there be hemorrhage, the vagina should be
tightly plugged. The acetate of lead with

opium in solution forms the best astringent.

The patient should be confined to a sofa or

bed, and avoid sexual commerce. Abortion

is generally prevented by these means. M. R.]

[To prevent the occurrence of abortion is

often very desirable, and to do it understand-

ingly the cause must be ascertained. If it be

caused by syphilitic taint the obvious remedy
will be a gentle mercurial course with Sarsa-

parilla, &c. If miasm be supposed to pre-

vent gestation to the full term the residence

should be changed. If plethoric, the patient

should pay strict attention to the evacuations,

diet, and exercise. In the debilitated, tonics,

cold sponging, nutritious diet, pure air, and
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the avoidance of emotions, must be ensured.

Tf disposed to abort at a particular period a

judicious observance of the recumbent pos-

ture, with an occasional opiate suppository in

case of pain coming on, will perhaps effect

good. C]

SECTION VI.

On hemorrhages at the full period of utero-

gestat ion.

1. Under this section will be included all

those hemorrhages which may happen in the

last three months of pregnancy.

2. These are occasioned, first, by the at-

tachment of the placenta over the os uteri.

[An edge of the placenta may be placed over

the orifice of the womb, and will be separat-

ed between the seventh and eighth month,

when the cervix or neck of the uterus begins

to dilate. M. R.] Secondly, by the separa-

tion of a part, or of the whole placenta,

which had been attached to some other part

of the uterus.

3. Hemorrhages arising from the first

cause are more dangerous than from the se-

cond ; but those from the second have some-

times proved fatal.
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4. The danger attending hemorrhages is to
be estimated from a consideration of the ge-
neral state of the patient, of their cause, of
the quantity of blood discharged, and of the
effect of the loss of blood, which will vary
in different constitutions.

5. Hemorrhages are infinitely more dan-
gerous with sudden than with slow dischar-

ges of blood, even though the quantity lost

may be equal.

6. The danger arising from hemorrhages is

indicated by the weakness or quickness of the
pulse, or by its becoming imperceptible, by
the paleness of the lips and a ghastly coun-
tenance, by inquietude (excessive restless-

ness), by continued fainting, by a high and
laborious respiration, and by convulsions.

7. The last two symptoms are usually mor-
tal, though when women are extremely re-

duced, they are liable to hysteric affections of
a similar kind that are not dangerous.

8. The vomiting, which generally follows

violent hemorrhages, indicates the injury

which the constitution has sustained by the

loss of blood, but by the action of vomiting

the patient is always relieved, and it contri-

butes to the suppression of hemorrhages.

[This position is correct, except in extreme

cases of hemorrhages, when it is, according

to my experience, erroneous. In many such

cases nothing but transfusion can save the

life of the patient. M. R.]
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9. Near the full period of utero-gestation

women are always in greater danger in those

hemorrhages which are not accompanied with

pain.

10. For the pain proving the contraction of

the uterus, and this proving that the strength

of the constitution is not exhausted, the dan-

ger in hemorrhage may often be estimated by
the absence or degree of pain.

[When the placenta is attached over the

orifice of the womb, it is separated between
the seventh and eighth month, as at this pe-

riod the neck of the womb dilates, the vessels

running between it and the placenta are torn,

and profuse flooding without labor-pain is the

consequence. The rupture is caused by the

natural expansion of the womb, and not by
natural labor. The woman may bleed to

death in such cases without a single labor-

pain, unless the nature of her disease is un-

derstood and properly treated. It would
show ignorance and folly in the management
of such cases to wait for labor-pains, as will

more fully appear by the details in the follow-

ing section. M. R.]

SECTION VII.

On those hemorrhages which are occasioned by

the attachment of the placenta over the os

uteri.

1. Though the placenta, which may easily
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be distinguished from the membranes, or from

coagulated blood, as soon as the os uteri is a

little opened, be attached over the os uteri,

the woman usually passes through the early

part of pregnancy without any inconvenience,

or symptom which denotes the circumstance.

[It is only discoverable between the seventh

and eighth months, when the cervix uteri be-

gins to develope. M. R.]

2. But before or when the changes previous

to labor come on, there must be a hemor-
rhage, because a separation of a part of the

placenta is thereby occasioned, and as the dis-

position to labor advances, the hemorrhage is

generally, though not universally, increased.

3. With this circumstance very slight exter-

nal causes are also apt to occasion hemorrhage.

4. When a hemorrhage from this cause

has once come on, the patient is never free

from danger till she is delivered.

5. The powers of the constitution are un-

dermined by hemorrhages profuse or often

returning, so that no efforts, or only very

feeble and insufficient ones, are commonly
made for the expulsion of the child.

6. We are therefore often obliged to free

the patient from the imminent danger she is

in by artificial delivery.
7.

" Of the propriety of this delivery, in cases

of dangerous hemorrhage, there is no doubt,

nor can be any dispute, except as to the precise

time when the patient ought to be delivered.
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8. On the first appearance of the hemor-
rhage, unless it be prodigious in quantity, or
unusually terrifying in its effect, it is seldom
either requisite or proper to attempt to deliver

by art.

9. Nor does it often happen that a second
or a third return of the discharge compels us
to the delivery by art.

10. But as a patient with this circumstance
cannot be secured till she is delivered, and as

the delivery is seldom completed by the natu-

ral efforts, and as the artificial delivery, though
performed before it is absolutely necessary, is

not dangerous, if performed with care, we
must be on our guard not to delay the deli-

very too long.

11. In some cases in which it might be
thought eligible to deliver on account of the

hemorrhage, the parts are so unyielding as

not to allow of the operation itself without

some hazard.

[When the patient is greatly debilitated, and
the orifice of the womb undilated, there can be

no danger or hazard in dilating it after the sixth

or seventh month of pregnancy, because it is

capable of dilatation at any period of pregnan-

cy, more especially in the last three months.

Many women and their infants have been sacri-

ficed by the fear of dilating the uterus. M. R.]

12. Yet when the parts requiring dilatation

make no resistance to the passage of the hand,

the event of the operation is always more
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precarious, the operation having been deferred
too long.

13. But though it may be proper in some
cases to determine on immediate delivery, the
operation must always be performed with the
utmost deliberation.

14. The first part of the operation has been
described under preternatural presentations.

[The fingers are to be brought together, so
that the hand forms a cone, and they are to be
gradually introduced through the os uteri.

The fingers are to be passed in succession
through the orifice of the womb, until the
hand is introduced into the uterus. M. R.]

15. When the hand is carried to the pla-

centa attached over the os uteri, it is of little

consequence whether we perforate the pla-

centa with our fingers, or separate it on one
side till we come to the edge, though the lat-

ter is generally preferable.

16. If the hand be passed through the pla-

centa, we shall come directly to the part of
the child which presents.

[The hand ought not to be passed through
the centre of the placenta, in which the funis

or navel cord is generally situated, as this last

would be lacerated, and the infant destroyed.
M. R.]

17. But if we separate the placenta to the
edge, the hand will be on the outside of the
membranes, which must be ruptured before
we lay hold of the feet of the child.
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[It is much safer to pass the hand in this

way, as there is less danger of injuring or

destroying the life of the infant. M. R.]

18. No regard is to be paid to the part of the

infant which may present, as it must always

be delivered bv the feet.

19. The feet of the infant being brought

slowly into the pelvis, we must wait till the

uterus is contracted to the body of the infant,

which will be indicated by pain, and known

bv the application of our hand to the abdomen.

[The contractions of the uterus may be

excited by a proper use of the ergot of rye,

which may be given before or after the hand

is introduced into the womb, according to the

strength and state of the patient. When there

is great debility, the ergot must be given in

large or double' doses, seldom exceeding half

an ounce.

When the woman is very weak, and the

hand about to be passed into the womb to

extract the infant, the ergot of rye ought to

be given in a full dose a few minutes pre-

viously, and repeated when the hand is intro-

duced^ unless the pains return. The object

in giving the medicine is to excite the uterus

to contract, thereby to accelerate parturition

during the operation of version or turning, to

expel the placenta, and suppress hemorrhage.

I have repeatedly administered the medicine

. in the cases under consideration with the

greatest success. It was not in use in the
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time of Dr. Denman, and has only been intro-

duced within a recent period. M. R.]

20. The delivery must then he finished very

slowly, to give the uterus time to contract as

the child is withdrawn from its cavity ; hut
this part of the operation has likewise been
described under preternatural presentations.

21. An assistant should make a moderate
pressure upon the abdomen during the opera-

tion, to aid the contraction of the uterus

[the ergot will do this more effectually, as

already stated. M. R.] ; and to prevent ill

consequences from the sudden emptying of

the abdomen.
22. When the infant is born, the hemor-

rhage will be generally stayed, if the opera-

tion has been performed slowly.

[There are many exceptions to this apho-

rism, unless the ergot of rye be freely em-
ployed, and many women, without it, have

and will be lost by hemorrhage. M. R.]

23. But if the hemorrhage should continue

or return, the placenta is to be managed as

will be afterwards directed.

24. Should no uncommon difficulty attend

the delivery, infants will be often born living

in cases of hemorrhage which are attended

with the utmost danger to the mother
;

or, as

it has sometimes happened, after the death of

the mother. [According to my experience,

the majority of infants are born dead. M. R.]

25. Before, during, or after delivery, in cases
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of hemorrhage, the means and applications

before recommended, may be occasionally

used with advantage.

[In cases of partial placenta praevia rupture

of the membranes will suffice to stay the he-

morrhage by the pressure exercised by the

firm head upon the bleeding vessels. Until

recently the practice of version in all cases of
placental presentation in which there is he-

morrhage to any considerable extent, was pur-

sued without question, but within a few years

Prof. Simpson, of Edinburgh, has advocated a

different practice, and of this it is proper some
mention should be made, as he claims it to be
of greatly superior safety to the mother.

Without designing to advocate the practice, a
simple abstract of Dr. S.'s views is given.

The modification he proposes consists in an
artificial separation of the placenta before the

delivery of the child, and then trusting the

case to nature, averring that this method saves

many more lives than the established mode of

procedure. Appealing to facts to substantiate

his position, he says, out of 654 cases care-

fully collected from various authors, there

were 180 mothers lost or 1 in 3 6- 10 where
version was used; while in 16 cases in which
this practice has been pursued hemorrhage
ceased immediately in 15; and Dr. Radford

states that in 60 cases which he has collected,

45 women recovered and 15 died; 5 children

were also saved. It is but fair to state that
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very decided opposition has been made by
many obstetricians to Dr. S.'s views. To re-

cur—he says, "I believe the arrest of un-

avoidable flooding by total detachment of the

placenta will be proper when the hemorrhage
is so great as to show the necessity of inter-

ference, and is not restrainable or restrained

by milder measures [such as the evacuation of

the liq. amnii), but at the same time turning

or any other mode of immediate and forcible

delivery of the child is especially hazardous

or impracticable in consequence of the undi-

lated or undeveloped state of the os, pelvic

contraction, &c. Or again, the death, prema-

turity, or non-viability of the infant may not

require us to adopt modes of delivery for its

sake that are accompanied (as turning is) with

much peril to the mother, provided we have a

simpler and safer means, such as the detach-

ment of the placenta, for at once commanding
and restraining the hemorrhage and guarding

the life of the parent against the dangers of

its continuance." Hence it is the proper prac-

tice when the flooding is severe, " complicated

with an os so insufficiently dilated and undi-

latable as not to allow of version being per-

formed with perfect safety to the mother-

therefore in most primiparee ; in many cases in

which placental presentations are (as very

often happens) connected with premature la-

bor and imperfect development of the cervix

and os uteri ; in labor supervening earlier than
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the 7th month ; when the uterus is too con-
tracted to allow of turning; when the pelvis

or passages of the mother are organically con-
tracted ; when the child is dead ; when it is

premature and not viable, and where the mo-
ther is in such a state of extreme exhaustion
as to be unable, without immediate peril of
life, to be submitted to the shock and dangers
of turning or forcible delivery of the infant."

After detaching the placenta the case is to be
left to nature, for " both to detach the placenta

and extract the child would be hazarding a
double instead of a single operation." Cases of

preternatural presentation or other complica-

tions may, however, demand interference. C]

section vm.

On those hemorrhages which are occasioned by

the separation of a part, or of the whole pla-

centa, before or in the time of labor.

1. Hemorrhages arising from this cause are

seldom so alarming or dangerous as the pre-

ceding. [I have repeatedly observed hemor-

rhages of this kind as dangerous as the former

;

and I know no scientific reason why they

should not be so. M. R.]

2. But if the separation of the placenta be

sudden and extensive, the danger may be equal,

and the same mode of proceeding required.
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3. Our conduct must be guided by a con-

sideration of the degree and effect of the he-

morrhage, and of the state of the labor when
it occurs.

4. Should the hemorrhage from this cause
occur in the first period of labor, the action of
the uterus will be weakened, but it may be suf-

ficient to dilate the os uteri. [In this case also,

the ergot of rye is most valuable. M. R.]

5. If the quantity of blood lost in these

cases be very considerable when the os uteri

is sufficiently dilated, the greater the degree
the better ; if the case will allow us to wait so

long, the membranes containing the waters
may be ruptured. [In extreme cases of this

kind, I always dilate the os uteri, as I feel con-

vinced that it is dilatable at all periods of preg-

nancy, and especially in the latter months.
My valued and experienced friend, Mr. Barlow,

of Blackburn, has lately assured me, that he

has dilated the uterus under such circumstan-

ces with the best effects, and without a single

untoward symptom. 1832. M. R.]

6. By the discharge of the waters the dis-

tension of the uterus will be lessened, and by

the consequent contraction, the size of the

vessels being diminished, the hemorrhage will

of course be abated or removed.

7. After the abatement or suppression of

the hemorrhage, the action of the uterus will

become stronger, so that the delivery will, in



RETAINED PLACENTA. 219

general, be then completed without further

assistance.

8. But if the hemorrhage should continue

after the discharge of the waters, in such a

degree as to threaten danger ; or if it should

commence in the second period of the labor

;

the interposition on our part must vary ac-

cording to the circumstances, and chiefly ac-

cording to the situation of the child.

9. It may in some cases be necessary to de-

liver by art, as in the preceding section, and in

others to deliver with the forceps or vectis, if

the hemorrhage be profuse, and we despair of

the infant being expelled by the natural ef-

forts.

10. The proper management of all such

cases mav be collected from what will be ge-

nerally said on the subject, being always on

our guard to distinguish between fear and real

danger.

SECTION IX.

On those hemorrhages which occur when the

placenta is retained after the birth of the

ch ild.

1 The placenta is generally expelled by

the spontaneous action of the uterus in a short

time after the birth of the infant.
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2. But sometimes the placenta is retained,

1st, from the inaction or insufficient action of

the uterus ; 2d, by the irregular action of the

uterus
;
3d, by the scirrhous adhesion of the

placenta to the uterus.

3. Sometimes there is a profuse discharge

of blood, when no action is exerted by the

uterus to expel the placenta, and this is found

in practice to be far the most common cause

of hemorrhage at the time of delivery.

4. Whenever there is a hemorrhage, the

whole or a portion of the placenta must have

been previously separated, and the hemor-

rhage usually continues, or returns, till the

placenta is expelled or extracted out of the

cavity of the uterus.

section x.

On the retention of the placenta from the inac-

tion or insufficient action of the uterus.

1. Though the placenta be retained after

the birth of the infant, if there be no hemor-

rhage, we are to wait, without any interposition

on our part, in expectation of the action of the

uterus.

2. The time which it may be proper and ex-

pedient to wait, will depend upon the state of
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the patient, and the state of the patient ge-
nerally depends tipon the previous circum-
stances of the labor ; so that it may not be
proper to wait in one case for any length of
time, and in another we may safely wait four,

six, or even twelve hours. [There is no mo-
dern obstetrician who waits more than one
hour for the expulsion of the placenta. It is

true he might wait the time above stated, or

wait a day or a month in a perfectly natural

labor, according to some obstetric writers;

but few, if any, allow the placenta to remain

longer than an hour. According to my expe-

rience, the placenta is generally expelled from
the uterus into the vagina, from 15 to 30 or

40 minutes after the birth of the infant : and
often much sooner. However long the pla-

centa remains in the uterus or vagina, there

can be no danger of hemorrhage when the

womb is firmly contracted. M. R.]

3. But no patient ought to be left before

the placenta is brought away, because, though

there may be no existing hemorrhage, a dan-

gerous one may at any time come on.

4. When the patient complains of pain, the

expulsion of the placenta may be safely for-

warded, by aiding the contraction of the uterus

by moderate pressure with the hand upon the

abdomen, and by pulling very gently by the

funis.

5. But if the first pains, with the aid we
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think it prudent to give, should not bring
down the placenta, we are to wait for a re-
turn of the pains, proceeding in the same cau-
tious manner.

6. When that part of the placenta into
which the funis is inserted can be felt, little
danger or difficulty is to be apprehended; but
we are either to wait longer, or to extract it
very slowly. [When the navel cord is put on
the stretch with the left hand, and two finders
ot the right hand passed along it into the ute-
rus, if its insertion into the placenta can be
felt, the latter is detached and is situated in
the vagina. It may be easily removed, by
hooking down its edge with the fingers, and
by making traction in the axis of the outlet
through the centre of the genital fissure, and
towards the pubes. If the woman bear down,
cough, laugh, sneeze, or " blow on the back
of her hand," a popular advice, the placenta
will be readily expelled, more especially if

traction be made in the axis of the outlet
M. R.]

7. But if a hemorrhage were to come on,
the placenta being retained, it would be equal-
ly necessary to extract the placenta as it would
be to extract the infant, provided the degree
of hemorrhage was equally profuse or sud-
den.

8. After the birth of the infant, the extrac-

tion of the placenta is to be considered as the



EXTRACTION OF THE PLACENTA. 223

only method by which an apprehended or pre-

sent dangerous hemorrhage is to be prevented

or avoided. [The essential point is contraction

of the uterus. C]
9. Yet all discharges of blood do not re-

quire a speedy extraction of the placenta, but

such only as by their violence or continuance,

or frequent returns, threaten danger.

10. If much force be used in pulling by the

funis, there will be danger; 1st, of tearing it

from the placenta ;
2d, of inverting the ute-

rus; 3d, of injuring the uterus by the vio-

lence ;
4th, of increasing the hemorrhage.

11. The danger of these consequences is

greater when force is used to extract the pla-

centa bv the funis, than by the prudent intro-

duction" of the hand into the uterus for that

purpose. [No attempt is ever made at present

by educated obstetricians to extract the pla-

centa bv polling at the funis. The ergot of

rve will" excite the contractions of the uterus,

and these will expel it. Gentle traction may

be made by the funis in the axis of the brim

or outlet of the pelvis. M. R.]

12. In cases in which the uterus acts msut-

ficientlv, by attending to the respiration you

will sometimes be able to bring down the

placenta, just using so much force, in pulling

bv the funis, as will prevent the retrocession

of it in the act of inspiration.

13. But in whatever manner the placenta
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may be brought into the pelvis, it should be
suffered to remain there till the action of the

uterus comes on, or so long as there is reason

to fear a return of the hemorrhage, and it

must then be carefully withdrawn, or until it

is extracted.

[The contraction of the uterus is to be
secured by frictions over the hypogastric re-

gions, and, if necessary, by the application of

cold. C]

SECTION XI.

On the retention of the placenta from the irre-

gular action of the uterus.

1. When all the parts of the uterus act

with equivalent force, and at the same time,

the combined power will contribute to the ex-

pulsion of whatever is contained in its cavity.

2. But if the uterus should act irregularly,

the contrary effect might be produced.

3. If the fundus uteri should not act when

the other parts are in action, the longitudinal

contraction of the uterus would be produced

:

but if the central parts should only act, the

uterus would then be contracted in the form

of an hour-glass.

4. As the placenta cannot be excluded when
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the uterus acts in this irregular manner, it

must be extracted by introducing the hand
into the uterus, provided the state of the he-

morrhage should require it ; and when it can-

not be extracted by using the means before

mentioned.

5. The hand ought never to be introduced

into the uterus except in cases of real neces-

sity, and then with the utmost circumspection

and care ; and the hand when introduced

should not be withdrawn until the placenta is
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detached and brought into the pelvis. [Hour-

glass contraction is caused by the woman
forcing down strongly, in the absence of labor

pain, immediately after the expulsion of the

infant's head, or by timid or ignorant practi-

tioners extracting the shoulders under similar

circumstances. Hour-glass contraction is sel-

dom observed at present, since medical prac-

titioners have been compelled to study obste-

tricy, except from the cause first mentioned.

Every educated obstetrician knows, that so

far from extracting the shoulders and body of

the infant, during the absence of labor pain,

after the birth of the head, he ought rather to

retard their advance when induced by the

voluntary efforts of the woman. M. R.j

[This accident occurs sometimes in natural

labor, more generally in mal-presentations or

instrumental delivery. Ergot sometimes pro-

duces it. The contraction is usually around

the neck of the uterus. C]
6. If the whole placenta be loosened, this

is easily effected ; but if a portion of it should

be found adhering, this must be separated by

bending it back from the uterus, or by gently

passing the fingers between it and the uterus.

[The young obstetrician should pass his right

hand along the navel cord, stretched with

the left, to the placenta, and be most cautious

lest he mistake the uterus for this organ. He

should separate its edge from the uterus, and

proceed until he detaches it. M. R.]
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7. When the uterus is found contracted in

the form of an hour-glass, and this is the most
common cause of the retention of the placen-
ta, the contracted part must be dilated in the

manner recommended for the dilatation of the

os uteri, and it must be amply dilated, or it

will immediately contract again round the

wrist.

[Dr. Bedford recommends, when the con-

traction is very great, " to take a small piece

of burnt sponge, of a conical shape, well enve-

loped with patent lint, and completely satu-

rated with sweet oil, and afterwards covered
with Belladonna ointment," apply the apex
of the sponge to the constricted orifice, and
use firm and properly directed pressure (Chail-

ly's Mid.). C]
8. We must then proceed as is before ad-

vised. [The hand ought to be introduced in

a conical form, the points of the fingers being

in contact, and the index, middle, ring, and

little finger, with the thumb, successively

passed through the contraction into the upper

chamber of the uterus. It will require an

hour or two to accomplish this in some cases

;

and the hand may be so firmly pressed on by

the uterus that it cannot be freely used for

four or six days afterwards. M. R.]

[If there be no flooding, an anodyne will

relieve the spasmodic contraction. C]
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section xn.

On the retention of the placenta from the scir-

rhous* adhesion of it to the uterus.

1. Should there be a degree of hemorrhage

sufficient to make it necessary to introduce

the hand to extract the placenta, a part of it

must be separated, though there may be a

scirrhous adhesion of the remainder to the

uterus.

2. Then the method advised in the last sec-

tion must be put in practice, and the firmer

we find the adhesion, the slower the separa-

tion ought to be made.
3. But if there should be no hemorrhage

of importance, and merely a retention of the

placenta beyond its due time, we may say, for

example, more than four hours [One hour is

the time agreed on at present. M. R.]—and

the means before recommended are insuffi-.

cient to bring down the placenta
;

4. It may then be necessary to introduce

the hand carefully to separate and extract the

placenta, and the difficulty will not be in-

creased by the delay.

5. Following the navel string as our guide,

we must then pass the hand to the placenta

;

* [The term scirrhous is now confined to cancerous
growths, and is inapplicable here. C]
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and if it should be found almost wholly ad-
hering, we must begin, with great caution, to
separate at the edge, and gradually proceed, as
before directed, until the separation is com-
pleted.

6. Then grasping the placenta, we must
slowly withdraw our hand, that the uterus
may contract accordingly, and the chance of a
subsequent hemorrhage be prevented. [The
uterus should expel both the hand and pla-

centa by its gradual contractions. M. R.]

7. The irritation made by the introduction

of the hand will often occasion a return of
the action of the uterus, before dormant, that

will greatly facilitate the separation.

8. Yet it is possible that a portion of the

placenta may adhere so firmly as to make it

unsafe to separate it with our fingers.

9. Should this circumstance occur notwith-

standing the most deliberate and firm pro-

ceeding, it may sometimes be more justifiable

to leave the adhering part remaining, than to

use violence in separating it.

10. But though hemorrhages are stayed

when the greater portion of the placenta is

brought away, it is always a desirable thing

to bring away the placenta and membranes in

a perfect state ; and if these are slowly ex-

tracted, any coagula formed in the uterus will

usually be enveloped in them.
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SECTION XIII.

On those hemorrhages which follow the expul-

sion or extraction of the placenta.

1. The hemorrhage in these cases may be

either a continuation of that which existed

before the exclusion of the placenta, or it

may only follow its exclusion.

2. When it is of the former kind, we may
presume that it was not within our power to

prevent it ; but the latter kind may often be

attributed to the violence or hurry with which

the placenta has been extracted.

3. This is not so dangerous as either of the

varieties of hemorrhage of which we have

last spoken, though with imprudent manage-
ment, or under particular circumstances, it has

sometimes proved fatal. [This form of he-

morrhage very often proves fatal. It follows

slow labors, and may be prevented by a timely

use of the ergot of rye when the head is on

the perineum. M. R.]

4. All the cautions given with respect to

the general management of the placenta, re-

late to the prevention of this kind of hemor-
rhage.

5. When the strength of women is much
reduced by any cause which existed previous

to labor, or when they have gone through
much fatigue in the course of it, there is
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usually great heat and a rapid circulation of
the blood at the time of delivery.

6. While they are in this situation, if the
placenta were to be brought away hastily, an
extraordinary quantity of blood must of neces-
sity be discharged.

7. The interval of time which passes be-
tween the birth of the infant and the expul-
sion of the placenta should, therefore, be em-
ployed in cooling the patient, and recovering

her from her fatigue.

8. Even when the placenta is excluded out
of the cavity of the uterus, it should be suf-

fered to remain till all tumult is quieted,

and then, with the membranes, slowly ex-

tracted. [The placenta, with the membranes,
ought to be extracted in the axis of the out-

let, and when passing through the genital fis-

sure, ought to be twisted round on its axis.

When the placenta and membranes are twist-

ed, the latter will present somewhat like a

piece of intestine, and are to be drawn down
between the fore-finger and thumb, or other-

wise they may be torn and left behind, and
give rise to unnecessary alarm. As soon as

the placenta is expelled, it ought to be ex-

amined on both sides, so as to ascertain if it

be entire, or any part of it left behind in the

uterus. M. R.]

9. The quantity of blood discharged in

consequence of the separation of the placenta
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will vary in different women, or in the same
woman at different labors, independently of

the manner in which the placenta may come
away.

10. The less the quantity of blood dis-

charged, the sooner women in general re-

cover, provided there be no morbid cause of

its diminution.

11. Some women are always prone to a

great discharge of blood after the separation

of the placenta, whatever care may be taken

in extracting it.

12. This may be often prevented by keep-

ing the patient out of bed till the membranes
are broken, and the waters discharged, to the

very moment of the infant being born, rather

retarding than forwarding its expulsion.

[This advice applies to those cases in which
the pains cease after the expulsion of the

head. M. R.]
13. In all cases of dangerous hemorrhage,

after the extraction of the placenta, it is first

necessary that we should be assured, by an
examination per vaginam, that the uterus is

not inverted.

14. Should there be an alarming hemor-
rhage after the separation and exclusion of the
placenta, notwithstanding all the care which
can be taken according to the methods before
mentioned [This is called internal, hidden,
or concealed hemorrhage, and is extremely
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dangerous. The abdomen enlarges, and all

the symptoms of hemorrhage are apparent.
The secale cornutum given timely, will pre-
vent this form of flooding. The practice

formerly was, to introduce the hand into the
uterus to remove the coagula, and press on
the uterus to excite it to contract. It is

questionable whether the removal of the
coagula from the vessels of the uterus was
judicious practice. M. R.]

15. The doctrine of hemorrhages before
given, and the general treatment already re-

commended, will enable you to fix upon the

line of conduct it will be expedient to pursue,
and to restrain or suppress them as far as

they are under the influence of art. [The
ergot of rye will prevent these hemorrhages,
and in cases of great prostration it should be
given in large doses, as ordinary ones will

have little or no effect. M. R.]

[The indication of treatment is to procure
contraction. Our remedial means are, 1st,

The cold douche on the naked abdomen
(delicacy must give way to safety), from
some height. 2d, Grasping and kneading
the uterus. Conjoin these two. If the pla-

centa is now expelled, the woman is safe—if

not, introduce the hand and deliver the pla-

centa, if the uterus contracts, not otherwise. If

you have checked the flooding, and some
oozing still remains, there is, 3d, Ergot.

9
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4th, Acet, plumb, et opii. 5th, The alum

plug. 6th, Firm compression with a band-

age and graduated compress over the uterus.

Rigby has advised immediate nursing the in-

fant as infallible in preventing a recurrence

of hemorrhage—experience proves other-

wise. C]
16. In cases of hemorrhage so very pro-

fuse as to occasion frightful faintings, con-

tinuing so long as to raise great solicitude for

the immediate safety of the patient, it was

generally said, that cordials ought not to be

given.

17. But this requires explanation. When
the patient has continued faint so long as to

give time, according to our judgment, for the

vessels of the uterus to contract, then cordials

and nourishment in small quantities, very often

repeated, are really needful. [Cordials and nu-

tritious aliment are highly necessary in small

and repeated quantities, no more than half a

wine-glassful at a time, and repeated every

ten or twenty minutes. Pure brandy or other

ardent spirits may be administered in such

proportion to the amount of half a pint, or

even a pint, in extremely bad cases. If large

quantities of fluids be administered, repeated

vomiting will be induced, and the powers of

life may become so prostrate that transfusion

will be necessary. M. R.]

18. Other means are also to be used for the
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purpose of recovering women from this long
continued fainting; and one of the most effec-

tual is, sprinkling the face freely with cold
water.

19. After a profuse hemorrhage, the patient

will frequently have a disposition to sleep,

which has generally been considered as dan-

gerous.

20. But short sleeps are very refreshing;

though long ones, in a very weak state, are,

under every circumstance, found to be inju-

rious.

21. When there has been a dangerous
hemorrhage, the patient should remain for

many hours undisturbed, and in a horizontal

position ; and our attention must be continued

as long as any danger is to be apprehended.

[When the strength of the woman suffers

from severe hemorrhage, nutritious aliment,

as the vegetable jellies, sago, arrow-root, ta-

pioca, and the animal broths and jellies, are

to be employed, in small and repeated quan-

tities, so soon as they can be prepared.

When there is great prostration of strength,

hurried respiration, great anxiety, pallidity of

the face, lips, and skin, diffusible stimulants,

as brandy, whiskey, rum, gin, with ammonia

and opium, are to be freely administered. A
pint of undiluted ardent spirit has been given

to a woman who never took a table-spoonful

during her previous life. [The carb. ammon.

with camphor julep, is the best remedy. C]
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When flooding is violent and extreme, and

every sign of death apparent, when after the

free use of stimulants, the face is blanched,

the respiration scarcely audible, the pulse ab-

sent, the extremities cold and clammy, the

power of deglutition lost, and vomiting inces-

sant, the life of the woman is in the greatest

danger. Nevertheless, women have remained
in this condition for seventeen hours, and then

recovered.

When asphyxia occurs, and the patient ap-

pears on the point of death, the operation of

transfusion can alone save her. Dr. Blundell

has immortalized himself by the successful

performance of transfusion in extreme cases

of hemorrhage. He performed the operation

successfully, for the first time, on a patient of

Dr. Waller's, in August, 1825.

Mode of performing the operation.—

A

double brass syringe, tinned on the inside,

with a lateral tube, large enough to contain

two ounces, perfectly air-tight, not clogged
with oil or covered with a green rust, is to

be selected for the operation. The instru-

ment must be perfectly clean, and an ivory,

or rather a silver tube is affixed to the ex-

tremity of the lateral one. A small funnel is

sometimes attached to the barrel of the

syringe, by means of which the blood passes

from the arm into it, without being received

into an ordinary vessel. A stop-cock is also
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attached to it, by turning which the commu-
nication may be opened either with the fun-
nel or with the extremity of the instrument.
The syringe should be warmed by passing
tepid water through it four or five times, care

being taken not to use it too hot, as a heated
instrument would tend to coagulate the blood.

The basilic or cephalic vein of the patient

is to be laid bare, by making an incision over

it, about an inch or an inch and a half in

length, and separating it from the surround-

ing cellular substance. A probe is now to be
passed under the vein, and pressure made on
the point of contact between the instrument

and the vessel. The object of this is, not to

permit the blood to ooze from the vein when
opened, which would impede the operation.

An opening is now to be made into the vein

with a clean sharp lancet, about the size of

that used in Venesection, to admit the point

of the silver or ivory tube attached to the

syringe.

The husband, or some healthy male, is to

be bled from a free orifice, and the blood re-

ceived into the funnel, or into a common ves-

sel, immersed in tepid water.

The pipe of the syringe is to be immersed

in the blood, and the piston raised slowly and

steadily. It is now important to bear in mind

that there is a quantity of air in the syringe

and lateral tube, which would prove fatal if
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injected into ihe vein of the woman. To re-

move this, the handle of the syringe is to be

turned downwards, and the point upwards,

the piston being pressed on, until the blood

flows from the end of the lateral tube. When
this is accomplished, the air is expelled, and

the operator places the point of his finger

over the nozzle or end of the lateral or trans-

fusing tube ; the syringe is now raised in the

horizontal or ordinary position, the silver or

ivory tube is carefully introduced into the

open or incised vein of the woman, and the

blood is very slowly injected.

The blood ought to be injected slowly, for

if passed suddenly, it may extinguish life.

When the blood is injected, the tube is to be

withdrawn from the arm, and the syringe well

washed with tepid or cold water. Unless this

is done, clots of blood will impede, or wholly
prevent, the action of the instrument. It is

necessary to wait five or eight minutes be-

tween each injection, so as to allow the blood
to circulate throughout the body.
The quantity of blood required for success-

ful transfusion, will vary from eight to twelve
ounces. It is remarkable that the pulse rises

after the first or second injection, the counte-
nance brightens, the voice returns, and the
patient seems to be rescued from death to

life. I have witnessed this fact in a case with
Dr. Blundell, and in a cholera patient at the
Free Hospital.



ON HEMORRHAGES. 239

If the respiration ceases, death is certain
and sudden.

When the woman lias revived, after one or
more injections, the probe is to be withdrawn,
and the wound treated on ordinary principles.

Its edges are to be approximated, and secured
with adhesive plaster, over which a cold lotion

is applied.

After-treatment of hemorrhage.—In a few
hours reaction supervenes after hemorrhage,
with or without transfusion. The skin be-

comes hot, the pulse rapid, and there is a
sense of noise in the ears, as if thunder or the

noise of artillery were heard by the patient.

These symptoms are not to be subdued by
antiphlogistic measures ; but by nutriment, a

moderate use of stimulants, as already advised,

in describing the management of flooding in

abortions.

Labors attended with hemorrhage from other

organs.—There may be bleeding from the

nose, lungs, stomach, or intestines, during par-

turition. These hemorrhages are to be treated

on ordinary principles. The best remedy is a

combination of acetate of lead with opium.*

Bleeding, nitrate of potass, digitalis, and ordi-

nary measures, may also be employed. M. R.]

f
* ft Plumbi acetatis, gr. vi—x.

;

Acidi acetici diluti, 3 j—ij.

;

Aquae destillaUe, 5 iii.

;

Liquoris opii sedativi, Z ss—j.

;

Sacchari purificati, 5j.

Doses, Iss. secunda vol tenia hora]
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ON LABORS

ATTENDED WITH CONVULSIONS.

1. The convulsions which occur in preg-

nancy very much resemble epilepsy ; but to

the symptoms which these have in common,
may be added, the peculiar hissing- noise which
women almost universally make during con-

vulsions.

[Puerperal convulsions appear under three

forms, 1st, Apoplectic, most generally fatal.

2d, Epileptic, frequently fatal, and id, Hys-
terical, which probably would recover without
treatment. O]

2. When convulsions happen to women
with child, they are generally, but not con-

stantly, accompanied or followed with symp-
toms of labor ; but though the convulsions
may be removed, the child is most frequently
afterwards born dead.

3. These convulsions are indicated by a pier-

cing pain in the head, by giddiness and other
vertiginous complaints, by blindness, by vacil-
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lation of the mind or a slight delirium, by vio-
lent cramp or pain at the stomach, by a full-
ness or apparent strangulation of the neck and
fauces, and other affections of the vascular and
nervous system.

4. The means to be used for the prevention
or cure of convulsions when threatened or
existing, must be regulated according to the
constitution of the patient and the violence of
the symptoms.

5. It will always be necessary to take away
some blood, and commonly to repeat the
bleeding ; and it has been found particularly

serviceable to open the jugular vein ; or to

take away blood by cupping ; and by applying
leeches to the temples. [Blood-letting is not
always necessary or useful. It is injurious to

nervous, hysterical, and delicate women, who
are often relieved by sedatives, such as opium,

camphor, &c. In women of relaxed, irritable,

and debilitated constitutions, convulsions are

often dependent on hysteria or epilepsy. It

is this form of the "disease that is termed

eclampsia, and cured by large doses of opium,

ether, camphor, hyoscyamus, &c. M. R.]

Emetics, when they could be given, have been

useful, as has sometimes also the warm bath.

Clysters may be frequently exhibited. Opi-

ates, joined with nervous medicines, may be

given ; and the patient is, by all the means in

our power, to be soothed and restrained from

violent exertions.
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6. During the convulsions, the means by

which contrary irritations may be excited are

to be used ; and of these the most powerful

is, the dashing of cold water in the face, which

has been known to prevent, or even to cure,

convulsions.

[Our remedies in the Apoplectic and Epi-

leptic forms, are, 1st, venesection full and

effectual. 2d, cold water to the head, poured

from a funnel at some height. 3d, a turpen-

tine enema. 4th, sinapisms to the. legs and

feet. These are the first means. After this

an efficient cathartic, as ol. tiglii. gtt. ij. mixed

with butter, placed on the back of the tongue,

or calomel in a large dose used in the same
way, and followed by inf. sennae. If convul-

sions continue after delivery, ant. tart, will

be useful, also opium.—In the hysterical form
as soon as the patient can swallow, administer

spts. ammon feet., and afterwards use a

stimulating enema. C]
7. Some writers have recommended the

speedy delivery of the patient, as the most
eligible and only effectual method ofremoving
puerperal convulsions ; but others have in-

sisted that the labor should be uninter-

rupted.

8. From the histories of all the cases of

puerperal convulsions which have been hither-

to recorded, it appears, that a greater num-
ber have died of those who were delivered by
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art, than when the labors were resigned to
nature.

9. As far as my experience enables me to
judge, we ought not to attempt to deliver wo-
men with convulsions before some progress is

made in the labor.

10. But when the os uteri becomes dilated

sufficiently, or to a certain degree, the patient

as safely may. and ought to be delivered by art

:

if from the urgency of the convulsions, and
the general danger of the case, delivery should
appear necessary.

[Frequent vaginal examinations should be
instituted, for often the child is born uncon-

sciously, and might be stifled in the mother's

struggles. C]
11. The manner of delivering women in

these cases, whether the operation be per-

formed with the forceps or vectis, or by turn-

ing and extracting the child by the feet, has

already been fully explained.

12. The event of the operation, both to the

mother and child, will also very much depend

upon the skill and circumspection with which

it may be performed.

13.
" When dangerous convulsions come on

in the early part of pregnancy, it is often clear

that they arise from excessive uterine irrita-

tion.

14. It will then be justifiable and proper to

forward the exclusion of the foetus, by punc-
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turing the membranes as soon as it can be

done with safety.

[Labors with plurality of infants. Plural or

twin labor.—When two, three, or five infants

are contained in the uterus at the same time,

the labor is to be managed on the principles

already stated. One, two, or more infants

may present naturally, others by the feet, and
one or more transversely. The first and se-

cond classes require no operation. The opera-

tion of version will be required in the last

description of cases.

When one infant is born, and the pains

cease, Dr. Denman advised to wait for four

hours, and Dr. Burns for one hour; and at

the expiration of these periods to deliver in

the absence of pains by version or turning.

Others recommend rupturing the membranes
after the birth and separation of the first in-

fant from the mother, and to excite uterine

action or labor-pains by the means already

mentioned. The latter practice appears to be

the best. I have attended a woman who was
delivered of one infant on the Monday, and
had no pains until the following Thursday,
when the second infant was born alive.

[Ergot may be given safely after the birth

of the first child, for the dilatation is com-
plete. C]
[When the first labor has been tedious and

bad, or has required assistance, it will usually

be prudent to accelerate the second. C]



PLURALITY OF INFANTS. 245

In twin cases, the placenta of each may be

placed side bv side or united ;
or the two um-

bilical cords fnav be inserted in one placenta.

In the last case, it will be necessary to place

a second ligature on the navel cord of the

first born infant near the mother, or the other

infant might be lost by hemorrhage from the

Wfoen there are two placentae, that belong-
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ing to the first infant will remain undisturbed

until the birth of the second, as the uterus

cannot contract sufficiently close to expel it.

But when the second infant is born, the ute-

rus can then contract and expel both placen-

tae. This was the result in the case in which
one infant was born on Monday, the other on
Thursday, and then both placenta? were ex-

pelled united by membranes.
[After the birth of the first child a tempo-

rary bandage should be applied. C]
Labors with malformations of the foetus.

Monsters.—When the foetus is malformed, it

is termed a monster, and is in general ex-

pelled prematurely. The head or abdomen
may be very much enlarged by dropsy, or

solid tumors may be attached to the body of

the infant, or two infants may be attached to

each other by the chest, as the Siamese twins,

or by the back, as the Hungarian sisters.

There may be two heads attached to one
trunk, or double extremities may be united to

one head.

In cases of congenital hydrocephalus or

ascites, the fluid must be evacuated by para-

centesis or tapping, or it may be necessary to

craniotomize or break down the head.

In cases in which two infants are united,

they must be expelled through the genital

fissure at the same time, which shows the

wonderful provision and power of nature.
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One infant may be expelled to the neck by
the feet, and the head of another infant may
also descend into the pelvis, so that both
heads may be immovable. In one case in

which the second head descended with the

first, the infant to which it belonged was
born alive, the other was dead. In such a
case, I think it possible, in the absence of
pain, to push up the head of the unborn in-

fant which descends by the crown. Some
recommend craniotomy or detruncation.

Such a case has lately been described by Dr.

Fergusson, of Dublin.

[Labors in which the Funis Umbilicalis pre-

sents before the Child.—In this case, the de-

scended funis should be returned beyond the

presenting part, if possible, or it may be

drawn to the sides out of the way of com-
pression. Some recommend the hand to be

introduced into the uterus, and the child to

be turned and delivered by the feet.]

[ Treatment.—If the cord is putrid, or has

been pulseless for some time, interference is

useless. Pushing up the cord rarely succeeds,

and mechanical means are useful only in iso-

lated cases. The best practice will be in a

primipara to use the forceps, in multipara to

turn. As a palliative the cord may be directed

to the sacro-iliac symphysis. C]
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[Inversion of the Uterus.—This subject

has been entirely omitted in the English edi-

tion. It is proposed briefly to supply the

deficiency. This complication is rare and

very dangerous. It consists in a complete

turning inside out of the uterus—a tumor

fills the vagina, or protrudes externally, the

contents of which are the ovaries and fallo
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pian tubes. Extent.—It may be partial, i. e.

the fundus merely indented as it were, or
complete. Causes.—Quick labors—pulling
at the cord—forcible delivery of the placenta
—spontaneously,—short cord (doubtful).

Symptoms.—Exhaustion—sinking, paleness

—

pulse rapid, small, fluttering—nausea, hemor-
rhage—violent bearing down—a tumor is

found in the vagina, globular, sensible, elastic,

rough, bleeding—wider below than above

—

the placenta sometimes adherent. Diagnosis.

—At time of labor is obvious and can only be

mistaken for polypus. Treatment.—Indica-

tion is to reduce instantly. Oil the hand

—

grasp the tumor and press it up steadily in

the axis of the pelvis—suffer the hand to be

expelled by uterine efforts. Shall we detach

the placenta before attempting reduction ?—in

favor are Baudelocque, Capuron, Boivin, Gar-

dien, Rigby ;
against it Denman, Clarke,

Burns, Blundell, Gooch, Newnham. C.]

Labors with hernia of the bladder.—It some-

times happens that the bladder is protruded

before the head of the infant, and forms a

tumor in front of the vagina. When dis-

tended with urine, it encroaches considerably

upon the cavity of the pelvis. The patient

complains of pain in the region of the blad-

der, and great inclination to evacuate the

organ.

The treatment consists in emptying the
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bladder with a catheter, and then pressing it

into its usual position, so that the head may
pass down behind it.

Hernia sometimes encroaches on the va-

gina during labor. It is to be pressed up in

the absence of labor-pain, and kept raised

until the head has passed over it.

Labors with obliquities of the uterus.—The
uterus may be inordinately inclined to either

side (lateral obliquity), anteriorly (ante-ver-

sion, pendulous abdomen), or posteriorly

(retroversion). In all these cases there will

be displacement of the uterine orifice, so that

the expulsive contractions do not dilate this

opening, it being carried to either side, or

backwards or forwards. In such cases the

orifice of the womb cannot be felt, the head

descends, and the uterus has been thinned,

lacerated, incised, or become gangrenous.

The obliquities of the utertfs are obviated

by placing the woman on the opposite side,

on the back, or abdomen, according as they

are lateral, anterior, or posterior, and then

hooking down the os uteri on the finger.

[Position will usually rectify the diflicul-

ty. C]
Labors with rupture of the uterus or vagina.

—This may happen in all cases of preter-

natural or dystocial or difficult labor. The

rupture may allow the whole or a part of the

infant to escape into the cavity of the abdo-
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men. The disease is caused by severe or

powerful labor, by attempts to turn or per-

form version under such circumstances, or by

tne improper use of instruments. The symp-

toms are, a feeling of laceration, sudden ces-

sation of labor-pains, recession of the head,

a discharge of blood from the vagina, and

irregularity of the abdomen. Syncope now

follows, the extremities become cold, and

there is vomiting of a coffee-colored fluid.

In these cases delivery of the infant must be

effected as soon as possible, either by version

or with the forceps. The hand is to be

passed into the uterus, and even through it

into the abdomen, for the purpose of seizing

the feet and performing the operation of ver-

sion. When this fails, gastrotomy has been

advised, and has been performed five or six

times with success. These cases, however,

usually prove fatal. There are exceptions

;

for recoveries have happened, even after a

second rupture. (M'Keever, Labat, Col-

lins, &c.)

[If the os uteri will permit delivery, it

should be effected. If the head has not re-

ceded the forceps inav be used—if the for-

ceps cannot be used, the alternative is the

perforator. If the child is in the peritoneal

cavitv deliver bv version. If the uterus be

completely contracted, gastrotomy is the only

resort—nevertheless, all cases where delivery
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was impracticable have not terminated fa-

tally. C]
The great danger in such cases arises from

fatal hemorrhage, or inflammation of the uterus

or bowels. If any symptoms of enteritis or

metritis supervene, antiphlogistic measures
will be necessary, and must be freely em-
ployed.

Labors with rupture of the vagina are to

be treated as those with rupture of the

uterus.

Labors with rupture and sanguineous in-

filtration of the labium, may require incision

to evacuate the effused blood, and plugging
the vagina to arrest the hemorrhage.

Labors with inflammation and gangrene oj

the vagina, of the bladder, and rectum, are fol-

lowed by vesico-vaginal fistula, or recto-vagi-

nal fistula.

The treatment consists, in recent cases, in

plugging the vagina with oiled lint, advising

the patient to repose on either side or on the

abdomen, so that the urine may remain on the

sound portion of the bladder. This position

prevents the constant escape of the urine

through the abnormal fistula into the vagina,

and consequently removes the constant source

of irritation to that canal by the presence of

an acrid foreign fluid which nature did not in-

tend to pass through that outlet.

Cold lotions, with opium, are necessary
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when the vagina is highly irritated or in-

flamed. Anodyne draughts are also neces-
sary to allay pain and procure sleep. The
general health should also be attended to.

The plug or tampon ought to be removed,
and another reapplied every day.

Labors icith rupture of the perineum.—This
disease occurs in very young women or those

advanced in life, or when instruments are

badly applied, or the body of the infant is

badly managed in pedal or footling presenta-

tions. It may occur interiorly, from the anus
towards the inferior commissure of the geni-

tal fissure. It may also happen to a greater

or less extent in first labors, in spite of the

best directed efforts to prevent it. There

may be a slight laceration at the inferior com-
missure or angle of the vulva, or in the cen-

tre or through the whole extent of the peri-

neum, and sometimes the sphincter ani and

rectum are torn.

The treatment consists in approximating the

limbs, and applying simple dressing over the

wound, to prevent the irritating effects of the

lochia, urine, or faeces. By these means,

union by the first intention is generally effect-

ed. But when the laceration is considerable,

it may be necessary to insert a suture or two,

and if the edges have cicatrized, to incise

them before bringing them into apposition.

If the rectum be involved in the injury, the



254 ON LABORS WITH

faeces will be discharged involuntarily, the

disease hopeless, and the patient rendered a

miserable object for the remainder of life.

Such cases are, however, of very rare occur-

rence.

Labors with suppression of urine.—When
the infant's head presses too long on the blad-

der, or is in a wrong position, there will be
suppression* of urine, and the catheter must
be employed. The bladder has burst in such
cases, and death speedily followed.

Introduction of the catheter.—The orifice of

the urethra is placed about an inch below the

clitoris, and under the arch of the pubes.

The labia are to be separated with the fore

and middle finger of the left hand, and the

former is then passed along the pubes, and a
little below it, when a small depression will

be felt, which is the orifice of the urethra.

The catheter, dipped in oil, is now introduced

with the right hand. It is to be recollected

that the urethra runs along the pubic joint.

If the finger be introduced into the vagina,

and drawn along the pubic joint, the urethra

is readily distinguished, and its orifice easily

detected. There is no necessity of exposing

the patient in performing catheterism. The
operation may be required for several days

after delivery. The urethra is sometimes dis-

* [Retention. C.J
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[Sometimes the induction of premature
labor. C.

]

Labors with fibrous, sarcomatous, polypous,

and other tumors, are treated by allowing the

descent of the head to lacerate them, or by
excision.

Enlargement of the ovaria, in nine cases

out of ten, is the cause of recto-vaginal tu-

mors. They may be the result of incipient

dropsy
;
they may also be occasioned by scir-

rhus, or by the formation within the ovary of
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parts of the foetus, as teeth, bones, hair, &c.
If the child's head has not descended, these
tumors may sometimes be urged above the

brim of the pelvis : and if this is not practi-

cable, we must wait the event of the natural

efforts. When the tumor is filled with water

or gelatinous fluid, it may be reduced by
puncture or incision. Other resources, such

as extirpation by way of the vagina, the appli-

cation of the forceps, turning, embryotomy,

and the Cesarean operation, are of doubtful

efficacy.

Labors tcith imperforation of the vagina, by

the hymen, a band, or membranes, may re-

quire incision.

Labors per rectum.—Dupuytren and others

have described the passage of a full grown

infant through the rectum. In some cases

the vagina opens into the rectum, either by a

congenital or accidental aperture.

Labors with asthma, hydrothorax, ascites,

ovarian, and other tumors in the abdomen.—In

these cases delivery must sometimes be ac-

complished in a sitting posture or on the

knees. The respiration becomes so laborious

and difficult that asphyxia may be suddenly

produced. In such cases delivery ought to be

induced as soon as possible by puncturing the

membranes. When the liquor amnii is eva-

cuated, the size of the abdomen is very much
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diminished, and the respiration is greatly re-

lieved. It is still more improved after the
birth of the infant. When impeded, venesec-
tion is imperiously required. M. R.]

THE END.
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